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TO it 


the new HAUSTED Pediatric Wheel Stretcher 


Here’s the answer to modern care for your littler patients. 
HAUSTED Pediatric Wheel Stretchers are engineered for efficient pediatric 
patient handling — including Emergency and Recovery Room service. 
They may be quickly converted into a crib. 
Special stainless steel side and end rails are adjustable to a variety of heights 
by a lock easily operated by nurse, but out of children’s reach. 
Optional accessories, including Trendelenburg Lift and Fowler 
Back Rest, even a foot extension for taller patients, 
increase the extreme versatility of these units. 
The mark of quality and 


leadership in the production of 


For complete details on this and other Hausted equipment, write to patient handling equipment 


HAUSTED ° DIVISION OF SIMMONS COMPANY 
MEDINA, OHIO 


























Todays low-cost way to automate 
your patients charging is with 
Keysort Data Processing 


For patient-day statistics, service department statistics, 
income analysis, expense distribution — for positive or- 
dering, recording and billing of hospital services — 
Keysort is the data’ processing system to use. 

The reasons are many. No restrictive procedures; 
minimum training; remarkable economy; simplicity of 
installation and operation. 

Keysort, in fact, is the only automated data processing 
system flexible enough to fit your hospital as it stands 
and as it grows. It is the one system adaptable and 
affordable to hospitals of every size. 

With Keysort you use simple Requisition-Charge 
Tickets. There's less writing for nurses. Charges are 
automatically tabulated and results summarized direct 





to reports without transcribing. 

Result: Keysort automates your data processing to 
give you the meaningful on-time information you need 
to help provide better patient care. Monthly, weekly, 
daily. And at a cost well within your hospital’ s budget. 

Your nearby Royal McBee Data Processing Systems 
Representative has had a wealth of experience in solv- 
ing hospital accounting problems. Working with your 
executives, with your systems and procedures experts, 
he can offer helpful advice about a low-cost Keysort 
system tailored to your individual requirements. Call 
him, or write us at Port Chester, N. Y.— and we will be 
happy to supply you with actual case histories from 
our files. 


ROYAL MCBEE. data processing division 


NEW CONCEPTS IN PRACTICAL OFFICE AUTOMATION 


AUGUST 16, 1960, VOL. 34 





Relief from moderate postoperative pain 


DARVON COMPOUND 


(dextro propoxyphene and acetylsalicylic acid compound, Lilly) 


effective - safe - well tolerated 


The clinical usefulness of Darvon®, alone and in combination, has been con- 
firmed by more than a hundred investigators in the treatment of over 6,300 
patients. Under study were patients from every branch of medicine. 

For example, 361 surgical patients received medication containing Darvon 
following major and minor surgery and in the emergency ward after surgical 
procedures. Of these, 274 (76 percent) obtained effective analgesia. 

Darvon Compound combines the analgesic action of Darvon with the anti- 
pyretic and anti-inflammatory benefits of A.S.A.® Compound. 


Usual dosage: 1 or 2 Pulvules® three or four times daily. 


Also available: Darvon, in 32 and 65-mg. Pulvules. 
Usual dosage: 32 mg. every four hours or 65 mg. every six hours. 


Darvon® (dextro propoxyphene hydrochloride, Lilly) 
A.S.A.®° Compound (acetylsalicylic acid and acetophenetidin compound, Lilly) 


EL! LILLY AND COMPANY «+ INDIANAPOLIS 6, INDIANA, U.S.A. 


020255 
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articles 


What Is Ahead for the Hospital School of Nursing? 


Administrator: Healthy Now, It Needs Joint Leadership to Keep 
It Strong ne silt T. Stewart Hamilton, M.D. 


Nurse Educator: Its Survival Depends on New Methods and 
New Facilities ‘pail Ruth Sleeper, R.N. 


Donald E. Walchenbach 
_...William W. Turner 


Frank S. Groner 


TV Holds Hospital in Educational Focus 
Record Retention: There Has to be a System... 
Hospital Hostesses 


Bringing the Insurance Company into Third Party Payment 
seaaiineaii call Warren S. Hinton 


Elton T. Ridley 
George J. Thomas, M.D. 


Fire-Fighting Instruction for the Asking 
Preventing Flammable Anesthetic Accidents 


Disposable and Reusable Gloves: A Cost Comparison 
dare ......Rufus W. Manderson 


Resilient Floor Care 
The Creative Role of the Therapeutic Dietitian 


departments 
Food Service and Dietetics Professional Practice 


Housekeeping Purchasing . 


regular features 


Accreditation Problems 
_...Kenneth B. Babcock, M.D. 25 


Book Reviews ' ee | a 
Calendar of Association and Allied Opinions and Ideas 
Meetings fan 6 Personnel Changes... 
Digest of News.................. ER 
Editorial Notes............... <i 
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Introducing the Authors 
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Washington Report 





cower 


Providing a selection of reading materials is only one of the dozens of services 
hospital hostesses provide for patients at Baptist Memorial Hospital, Memphis. 
But whether the hostess is just visiting or if she is explaining the principles of 
prepayment, she is making a valuable contribution to hospital-community rela- 
tions, according to Frank S. Groner, administrator of the hospital and president- 
elect of the American Hospital Association. Mr. Groner's article describing the 
program begins on page 47. Cover photo by Robert M. McCullough. (Credits 
for other pictures in this issue are on p. 106.) 
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NOW 
EXTRACT . 


COMPLETE 
LOADS 


Extraulic Extractor’s 
high, equalized working 

pressure —A.S.M.E. 

—— for 400 p.sa. — 
forces diaphragm bag to conform 

to shape of load, eliminates pockets 

where water might collect. 
A built-in reservoir stores water from pressure 
chamber for re-use — greatly reduces 
water consumption, eliminates 
need for separate water tank. 


HOSPITALS, J.A.H.A. 








It’s fast, vibration-free 


AMERICAN’S 


NEW 
220-LB. EXTRAULIC! 


.e 
You get more from merican 
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and j0b-balanced 
with big-volume washers! 


No load splitting, no leftover work. The new 
225-lb. Extraulic Extractor handles complete 
pocket loads from 42” or 60” dia. Washers — 
and at rates of up to seven loads per hour. 


The Extraulic comes up to pressure in just two 
minutes, then completes extraction cycle in an- 
other six minutes. The 1824 perforations, in 
pressure chamber cover and top ring, permit 
unusually fast discharge of water from work. 


A pressure-type extractor, American’s new Ex- 
traulic operates without vibration. No special 
foundation is required, no special wiring is 
needed. Can be installed easily and economically 
in minimum space, even on upper floors. 


With full-load capacity, the Extraulic is an ideal 
working mate for all popular size, big-volume 
washers. Hoist loading and unloading makes 
operation easy, saves time and labor. 


Find out today how you, too, can enjoy the bene- 
fits of vibrationless, big-volume extraction at 
the lowest possible cost. Call your nearby Amer- 
ican representative, or mail the coupon for com- 
plete information. 


THE AMERICAN LAUNDRY MACHINERY CO., CINCINNATI 12, OHIO 


The American Laundry Machinery Co. 
Cincinnati 12, Ohio 


Send complete informction on American’s new 
225-lb. Extraulic Extractor. 


Name 








Care of 


Address 





Zone State 








Only Royal Universal Safety Sides offer 3-position flexi- 
bility and 10-second installation. Royal’s exclusive inter- 
mediate position gives firm support to patients getting 
in and out of bed. Ambulant patients are free to come and 
go, secure from accidental roll-outs. Easy finger-tip adjust- 
ment moves sides up for full protection, down below 
mattress level for free access and easy housekeeping, too! 
Plunger locks securely in all three positions. Easy installa- 
tion—just 10 seconds on any Royal spring. Durable satin 
chrome finish. State size of spring when ordering, and 
write to Royal for full information on the complete Safety 
Side story. ROYAL METAL MANUFACTURING COMPANY, 
Dept. 27-H, One Park Avenue, New York 16, N. Y. In 
Canada—Galt, Ontario. SHOWROOMS: New York, Chicago, 
Los Angeles, San Francisco, Seattle, Galt, Ontario. 


HOSPITAL FURNITURE 





haspital association meetings 


AMERICAN HOSPITAL ASSOCIATION 
NATIONAL MEETINGS 
1960 


Aug. 29-Sept. 1—62nd annual meeting, San Francisco (Civic Audi- 
torium and Jack Tar Hotel) 


MEETING AND INSTITUTE 
CALENDAR 
THROUGH JANUARY 1961 


(American Hospital Association Institutes are in BOLDFACE type. 
Meetings of other hospital associations are in LIGHTFACE type. 
Other organizations in the health field are shown in ITALICS.) 


AUGUST 


21-26 American Association of Blood Banks, San Francisco (Jack 
Tar Hotel) 

26-27 American Association for Hospital Planning, San Francisco 
(Federal Building and Clift Hotel) 

27 American Association of Hospital Consultants, San Francisco 

(Fairmont Hotel) 

27-31 American College of Hospital Administrators, San Francisco 
(Jack Tar Hotel) 

29-Sept. 1 American Association of Nurse Anesthetists, San Fran- 
cisco (Civic Auditorium and Sheraton-Palace) 


SEPTEMBER 


12-13 Montana Hospital Association, Missoula (Florence Hotel) 
12-16 Nursing Service Administration, Buffalo (Lafayette Hotel) 
18-20 Colorado Hospital Association, Estes Park (Stanley Hotel) 
22-24 West Virginia Hospital Association, White Sulphur Springs 
26-30 College of American Pathologists, Chicago (Palmer House) 
26-30 Central Service Administration, Chicago (AHA Headquarters) 
26-30 American Society of Clinical Pathologists, Chicago (Palmer 
House) 
29 Hospital Association of Hawaii 


October 


American Society of Anesthesiologists, New York City (Statler 
Hotel) 
Hospital Association of Rhode Island, Providence (Sheraton- 
Biltmore Hotel) 
5-7 Hospital Laundry Management and Operation, Chicago (AHA 
Headquarters) 
6-8 American Association of Medical Clinics, New Orleans 

(Roosevelt Hotel) 

10-13 American Association of Medical Record Librarians, Seattle 
(Olympic Hotel) 

10-13 Evening and Night Nursing Service Administration, Pitts- 
burgh (Pick-Roosevelt Hotel) 

10-14 American College of Surgeons, 46th Annual Clinical Con- 
gress, San Francisco 

10-14 National Federation of Licensed Practical Nurses, Albuquer- 
que, N. Mex. (Cole Hotel) 

12-13 Indiana Hospital Association, Indianapolis (Student Union 
Bldg., Indiana University Medical Center) 

12-14 Hospital Pharmacy (Specialized), Chicago (AHA Head- 
quarters) 

12-14 Maryland-District of Columbia-Delaware Hospital Associa- 
tion, Washington (Shoreham Hotel) 

12-14 Saskatchewan Hospital Association, Saskatoon (Bessborough 
Hotel) 

13-14 Vermont Hospital Association, Burlington (Vermont Hotel) 

17-18 Idaho Hospital Association, Boise (Elks Lodge) 

17-18 Oregon Hospital Association, Gearhart (Gearhart Hotel) 

17-19 Institute on Supervision, Chicago (AHA Headquarters) 

17-20 American Dental Association, Los Angeles (Statler-Hilton 
Hotel) 

18-20 Associated Hospitals of Manitoba, Winnipeg (Royal Alex- 
andra Hotel) 

18-21 American Dietetic Association, Cleveland (Sheraton Hotel) 

18-21 American Nursing Home Association, Washington, D.C. 
(Mayflower Hotel) 

19-20 Washington State Hospital Association, Spokane (Daven- 
port Hotel) 

20-21 Nebraska Hospital Association, Omaha (Sheraton Fontenelle) 

(Continued on page 104) 
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NOW! PARENTERAL FEEDING WITHOUT 
“CLUTTERED}| FLOOR STANDS. 


| 


g 
% 
14 


GRANT'S NEW IV TRACK 


ALL PARTS COMPLETELY 
RUST RESISTANT. 


high or low 


universal adjustability {positive locking bottle holder floor area gravity feed 


Eastern Division/ 79 High Street, West Nyack, N. Y. 
GRANT PULLEY & HARDWARE CORPORATION Western Division /944 Long Beach Ave., Los Angeles 21, Calif. 


See this remarkable unit at Booth 1311, American Hospital Association Convention, San Francisco, Calif. * August 29-Sept. 1. 
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Full line of rugged hospital pumps 
for continuous, trouble-free operation... 


Micro-Filter for vacuum to 22” Hg. 


“ei 
eneneieemntempmcemmmene 


Dia-Pump compressor (model EFC) with 


Model EF compressor-aspirator. Each AIR-SHIELDS Dia-Pump is equipped with the 
Micro-Filter for pressures to 30 p.s.i. 


unique Micro-Filter for safe, pathogen-filtered operation. 


An Air-Shields Dia-Pump* wherever 
suction or compressed air is needed 


e Rugged—The “work-horse’”’ DiA-PumpP® is designed for continuous, heavy-duty 
operation. 


New! 
Explosion- 
Proof 
Dia-PumP 


e Trouble-free—This simple, diaphragm pump requires no oil—cannot “‘freeze”’, 
rust or jam—is always ready for use. 


@ Quiet—Special, sound-proof design insures quiet, smooth performance— 
plastic-coated frame and cushion mounts suppress vibration, hold 
pump in place. 

e 3 low-cost, portable models—in addition to the standard compressor-aspirator 
combination, AtR-SHIELDS now offers models for compressed air 
or for regulated suction only. 


For use in the operating room the 
Dia-PuMP compressor-aspirator 
(Model X-4) with Micro-FILTER 
is designed for heavy-duty, con- 
tinuous operation. Stand with 
large conductive casters insures 
complete mobility. 


e Proved, guaranteed, accepted by many hospitals, each of the DiA-PumpP 
compressor-aspirators is unconditionally guaranteed for one year! 


Write for additional information and specifications, or phone collect from any 
point in the U.S.A. Air-SHIELDS, INC., Hatboro, Pa., OSborne 5-5200. 


/'AIR-SHIELDS, INC TA 


Leaders in electronic research and engineering to serve medicine 


ee | 
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NEW PRODUCT ANNOUNCEMENT 


The Wm. S. Merrell Company 
announces the availability of 


MER /29 


(brand of triparanol) 





-oethe first cholesterol-lowering 
agent to inhibit the formation of excess 
cholesterol within the body. 


eeereduces both serum and tissue 
cholesterol levels, irrespective of diet. 


»».no demonstrable interference with other 
vital biochemical processes reported to date. 


eee tOleration and absence of toxicity established 
by 2 years of clinical investigation. 


ee convenient dosage: One 250 mg. capsule daily, 
before breakfast. 


Clinical findings of therapy with MER/29 establish 
it as an aid to patients with hypercholesterolemia and 
conditions thought to be associated with it, such as 


‘coronary artery disease (angina pectoris, 
postmyocardial infarction) 


*generalized atherosclerosis 


supplied in bottles of 30 pearl gray capsules 


for professional literature write to Hospital Department 


Cap THE WM. S. MERRELL COMPANY / Cincinnati 15, Ohio 
St. Thomas, Ontario 


Trademark: 'MER/29' 
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The improved Sklar Electric Evacuator meets or 
demand for continuous, low grade suction and pres- 

Sure. It may be regulated to meet the individual 7 \ age, and bladder irrigation Tho vereeiility. of 
patient's requirements; thus, assuring maxi- SAL A j*})) Let arte davertons ni 


mum comfort and highly satisfactory clinical naan: A 
results. The Sklar Electric Evacuator is designed ‘i Y lubrication required — guaranteed for two years. 
specifically for finely controlled, continuous suc- SS=—" 7 rvailable through Sklar Surgical Supply Distributors. 


tion and pressure in such procedures as: stomach Send for descriptive literature and specifications. 
J. Sklar Manufacturing Co., 38-04 Woodside Avenue, Long Island City 4, New York 
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NEW 

FRKD-RITE NIPPL 
MAKES 
SHALOWING | 
KASH 


























Exclusive 


(T4 a ,/ j 
Breath vu J : fi Reduce or Eliminate Oral Negative 
Channels f iW Pressure Incidental to Feeding 


The new Feed-Rite Nipple eliminates the prob- FEED-RITE NIPPLE 
lem of oral vacuum build-up. Three “breathing NOW FEATURED ON 
channels” enable the infant to breathe as ALL DAVOL NURSERS: 
he feeds, making possible a natural, uninter- o pnan-anee Sheen 
rupted swallowing action. ° FEED-RITE DURAGLAS 
Aerophagia is reduced... + NEW ECONOMY FEED-RITE: 
less bubbling is required. “Tele Dimele” Ghee pve 
The nipple, with its extra provide more secure handling. 


. cf Economically priced along 
soft tip and base, adjusts Tink Seetnneeoene. seaihe. 


to pressure changes which 
regulate the flow to a pace  pavor) 
most comfortable for 


the infant. Special air vent helps keep formula RUBBER COMPANY 
flow constant ... reduces nipple collapse. PROVIDENCE 2. R.1. 
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introducing He authans 


Warren S. Hinton, assistant admin- 
istrator of Missouri Methodist Hos- 
pital, St. Joseph, 
discusses. the 
problems of 
hospitals in re- 
gions where 
many patients 
have individual 
and widely 
varying insur- 
ance policies, 
and reports on 
how his hospi- 
tal, with the aid 
of insurance companies, improved 
the processing of policies at ad- 
mission time (p. 52). 

A graduate of the St. Louis Uni- 
versity program in hospital admin- 
istration, Mr. Hinton joined the 
staff of Missouri Methodist Hospi- 
tal as assistant administrator in 
1952, on completing his residency 
at Menorah Medical Center, Kan- 
sas City, Mo. 

Mr. Hinton’s many activities in 
civic and health organizations in- 
clude serving on a number of com- 
mittees of the Missouri Hospital 
Association and serving two terms 
as president of the St. Joseph Men- 
tal Health Association. 


MR. HINTON 


George J. Thomas, M.D., in his 
article beginning on page 56, dis- 
cusses factors 
which contrib- 
ute to the dan- 
ger of anesthetic 
fires and ex- 
plosions and 
enumerates 
safety measures 
which should be 
taken by every 
hospital to pre- 
vent such catas- 
trophes. 

Dr. Thomas is professor and 
chairman, Section on Anesthesi- 
ology, University of Pittsburgh 
School of Medicine. He is also di- 
rector of the anesthesiology de- 
partments at four Pittsburgh hos- 
pitals, among them Elizabeth Steel 
Magee Hospital and St. Francis 
General Hospital and Rehabilita- 
tion Institute: he is also senior con- 
sultant in anesthesiology at the 


DR. THOMAS 


12 


Pittsburgh Veterans Administra- 
tion Hospital. 

Dr. Thomas’ prominence in the 
area of anesthesiology and hospi- 
tal safety has brought him into the 
activities of a number of national 
and regional organizations. He is 
chairman of the Section on Anes- 
thesiology of the American Medi- 
cal Association and member of the 
AMA Council on Medical Physics; 
chairman of the Committee on 
Hospital Hazards of the American 
Society of Anesthesiologists, and 
member of the Committee on Hos- 
pitals of the National Fire Protec- 
tion Association. Dr. Thomas is 
also past vice president of the 
American Society of Anesthesiol- 
ogists and the International Anes- 
thesia Research Society. 


William W. Turner, assistant ad- 

ministrator of Memorial Hospital 

of Long Beach, 

Calif., maintains 

that decisions as 

to disposition of 

records cannot 

be formed hap- 

hazardly. He 

suggests meth- 

ods for stream- 

lining record 

%, maintenance 

MR. TURNER and discusses 

the comparative 

advantages of various storage sys- 
tems (p. 44). 

Mr. Turner entered the hospital 
field in 1950 as personnel director 
at Methodist Hospital, Fort Wayne, 
Ind. Upon obtaining the degree of 
master of business administration, 
with a major in hospital adminis- 
tration, from the University of Chi- 
cago in 1953, Mr. Turner became 
administrator of Memorial Hospi- 
tal, Logansport, Ind. He was named 
assistant administrator of Seaside 
Memorial Hospital, the predecessor 
of Memorial Hospital of Long 
Beach, in the fall of 1955. He par- 
ticipated in the planning of the 
new Memorial Hospital of Long 
Beach, a 400-bed, ultramodern fa- 
cility, and was directly responsible 
for purchasing equipment worth 
more than $2.5 million. 





DOCTOR: 


TEST 
AN APP 
UNIT—FREE! 


Now any doctor or nurse may 
get an APP unit for trial with 
a patient. At the close of the 
test, the unit may be returned 
—and there is no obligation. 
If the unit has proved indis- 
pensible, as it always has, it 
may be purchased for years of 
further use. 


More than 10 years of clinical 
experience with thousands of 
APP units in hospitals, nursing 
homes and private homes has 
conclusively proved them the 
easy, effective way to prevent 
and treat bedsores. 


Based on this vast, successful 
background, an experiment 
was conducted. In a limited 
area, doctors and nurses not 
already acquainted with the 
value of an APP unit were 
allowed to use one without 
cost on a patient suffering from 
decubital ulcers. Not one APP 
unit was returned after the 
test! 

In every case, the APP unit 


proved its value and was pur- 
chased! 


Now... 
CONDUCT 


YOUR OWN 
TEST—FREE! 


Conduct your own test. See 
for yourself how an APP unit 
prevents and helps heal bed- 
sores. This offer expires 90 
days from the date of issue of 
this publication. Use coupon 
on next page. 
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Tired of fighting 
D 


© 


THE 
ALTERNATING 
PRESSURE PAD 


Proved 
the easiest 
most effective 


answer to 
DECUBITAL 
ULGERS 


EASIEST BECAUSE: MOST EFFECTIVE BECAUSE: 


® Minimizes patient turning Changes all body pressure 
points every 3 minutes 


Provides passive massage 24 
hours a day 


| © Cuts nurses’ workload e Greatly increases patient comfort 


: © Reduces chances of multiple 
decubiti 


APP units are made by Airmass, Inc., Cleveland, Ohio 
APP units available for 
standard beds, respira- 


tors, cribs and wheel} | «_ oe 
chairs. ae THE R. D. GRANT COMPANY 


. 761A Hippodrome Building 
New vinyl pad cover to Cleveland 15, Ohio 


revent stainsfurnished : : 
a no on with com- ~ 0 Vd like to try an APP unit on the FREE TRIAL basis 
plete unit O) Send clinical papers and data on APP units 

; 0 Have representative call to arrange a demonstration 


Institution 








Address. 
City. 
Requested by 
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WX® WASHER-EXTRACTOR 


Troy WX° washer-extractor pays for itself 


A first person report by John Frantonius, Chief En- 
gineer, Highland Park Hospital, Highland Park, Illinois. 


“Our existing laundry facilities couldn’t handle the 
extra laundry from a 35-bed Medical Pavilion acquired 
three years ago by the Highland Park Hospital Founda- 
tion. So it was done outside, at a cost of $7,200 a year. 
To lower this cost and increase our productivity to handle 
another 60-bed expansion, we purchased a 375 lb. TRoy 
WX WASHER-EXTRACTOR, replaced a 40 lb. tumbler with a 
100 lb. rroy Tumbler, and replaced a two-roll ironer with 
a 120 in., six-roll TROY SPEEDLINE Ironer. 


“With our new TROY wx, we've increased our daily pro- 
ductive capacity 50.7%, slashed per load production time 
22%, raised our total capacity 87.5%, and substantially 
reduced our production costs. In fact, the savings on Pa- 
vilion laundry costs alone will more than pay for our new 
TROY WX WASHER-EXTRACTOR! 


“Laundry working conditions are improved, too. The 
Bifureator fan on the TROY wx eliminates the rush of 


steam after extraction plus improving extraction so clothes 
come out just damp enough to be put directly into the 
ironer. The laundry stays cleaner because we’re removing 
virtually dry clothes from our TRoY wx .. . floors don't 
have to be mopped dry. 


“We like the TRoy wx features of spray-rinse suds re- 
moval and automatic dispensing of soap additives during 
cycle phases, too. 


“We checked the products of three other manufacturers 
before purchasing, and we are very satisfied with our de- 
cision. We feel that we have received a superior product. 
The savings that are anticipated will pay for the TROY 
WX WASHER-EXTRACTOR in 214 years.” 


Whether you’re planning a new hospital laundry or 
an expansion of your present one, there’s a TROY WX 
W ASHER-EXTRACTOR to meet your needs most eco- 
nomically. Available in 25 1b., 100 Ib., 200 Ib. and 
300 Ib. capacities. 


WRITE DEPT. H-860 FOR DETAILED BULLETIN 


Tirow LAUNDRY MACHINERY 
_ Division of American Machine and Metals, Inc, 

EAST MOLINE, ILLINOIS - 

Divisions of American Machine and Metals, Inc., New York 7, N 


TROY LAUNDRY MACHINERY © RIEHLE TESTING MACHINES * DE BOTH! Z 


100 Lbs., 200 Lbs., 375 Lbs. 


eaeereseee8 


CENTRIFUGALS e FILTRATION ENGINEERS « 


FILTRATION FABRICS ® fi 


* 


STATES GAUGE ¢ RAHM INSTRUMENTS © LAMB ELECTRIC COMPANY © 
e me 3 


GLASER-STEERS CORPORATION 


ee 
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--- FOR UNLIMITED 
POSITIONING 

IN ALL SURGICAL 
PROCEDURES 








Here’s the world’s first major 
operating table with five articulating 
sections . . . to provide contour- 
correspondence with the patient’s five 
anatomical regions: head, spinal, 
pelvic, femoral and lower-leg. 





Now telescoping spinal and femoral sections assure precise posi- 
tioning for patients, short or tall. Thus the Castle Table offers 
unlimited provision for the most favorable surgical exposure 
consistent with physiologic function. 


A movable control cluster lets the anesthesiologist control height, 
longitudinal and lateral tilt, and all the unlimited adjustments, 
with one hand, from a selection of convenient positions. Safety 
features throughout help to make this “‘the contribution of the 
century in operating table design.” 


write for information on this new concept in tables for major 
surgery. 


Castle 


WILMOT CASTLE CO., 1702-8 E. HENRIETTA RD., ROCHESTER 18, N.Y. 


° See us at the A.H.A. Meeting, Booth No. 221 
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» BENEFITS PAID BY BLUE CROSS IN- 
CREASE; COSTS DECREASE—The ex- 
penditures of Blue Cross Plans in 
the United States and Canada dur- 
ing the first quarter of 1960 ex- 
ceeded those for any other com- 
parable period; operating expenses 
of the Plans, meanwhile, decreased 
to an all-time low with relation to 
total income. 

More than $413 million was paid 
out by the 82 United States and 
Canadian Plans in the first three 
months of 1960. United States Plans 
expended 94.9 per cent of their 
income; Canadian Plans spent 91.2 
per cent. 

Operating expenses amounted to 
5.1 per cent of income for the 82 
Plans. The costs of United States 
Plans represented 5 per cent of 
their total income, compared to 5.5 
per cent for the same 1959 period; 
the costs of Canadian Plans repre- 
sented 7.1 per cent of income, com- 
pared to 7.9 for the first 1959 
quarter. 

During the quarter, reserves for 
the United States Plans were in- 
creased by 0.11 per cent of their 
total income, compared with a 2.9 
per cent decrease for the first quar- 
ter of 1959. Reserves for Canadian 
Plans were increased by 1.7 per 
cent of income. 


» DEPARTMENT OF NURSING FORMED BY 
THE AMA—The American Medical 
Association last month formed a 
new Department of Nursing to 
carry on liaison with national nurs- 
ing organizations. The department 
falls within the AMA’s Division of 
Scientific Activities. 

Veronica L. Conley, Ph.D., has 
been named director of the de- 
partment; she will serve also as 
secretary to the Committee for 
Liaison with National Nursing 
Organizations. 

For the past 12 years, Dr. Conley 
served as secretary of the AMA 
Committee on Cosmetics. Joseph 
B. Jerome, Ph.D., assistant to the 
secretary of the AMA Council on 
Drugs, was named to succeed her 
in that position as acting secretary. 


) AREAS SHOW VARYING NEED OF AD- 
DITIONAL HOSPITAL FACILITIES—A num- 
ber of reports issued recently on 
existing and needed hospital facil- 
ities show considerable differences 
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among areas in the percentages of 
need currently being met. For 
example, a Kansas City study has 
shown that the city should not 
need any additional general hos- 
pital beds before 1970. Similar 
studies have shown that the bed 
supply is sufficient in most Cali- 
fornia areas, whereas all but two 
areas in New Jersey are in need 
of additional facilities. (Details 
p. 97) 


? NEW YORK BLUE CROSS ACTS ON CO- 
LUMBIA UNIVERSITY RECOMMENDATIONS 
—Associated Hospital Service of 
New York (Blue Cross) has begun 
to implement the recommendations 
contained in the report on prepay- 
ment in New York state prepared 
by the staff of Columbia University 
under the direction of Ray E. 
Trussell, M.D. The Plan announced 
that its board of directors resolved 
to foster the establishment of re- 
gional hospital planning councils 
by cooperating with “appropriate 
community and governmental 
agencies in providing leadership 
for the early establishment of an 
agency in the Greater New York 
Metropolitan area to perform func- 
tions such as those outlined for 
regional planning councils by the 
Columbia Study”. The board also 
directed the Plan’s officers to ac- 
tively implement the resolution. 
(A special report on the Columbia 
study appeared in the June 1 issue 
of this Journal, p. 17.) 


> MEDICAL SOCIETY ORDERED TO ADMIT 
PHYSICIAN WITH D.O. DEGREE—A coun- 
ty medical society in New Jersey 
has been ordered by a superior 
court to admit to membership a 
physician who obtained an M.D. 
degree in Italy on the basis of 
study at an osteopathic college in 
the United States. The physician 
had lost hospital staff memberships 
because the society had rejected 
him from membership. (Details 
p. 98) 


> PENNSYLVANIA BLUE SHIELD REQUESTS 
RATE INCREASE—Pennsylvania Blue 
Shield has petitioned the State In- 
surance Department for permis- 
sion to increase subscription rates 
for approximately three-fourths of 
its 4.2 million members. Medical 
Service Association of Pennsyl- 


vania stated it lost $4.5 million 
during 15 months ended March 31, 
and during 1959 it had to with- 
draw nearly $3 million from 
reserves, 

The Plan gave more frequent 
use of its services and inclusion of 
additional benefits as the major 
causes of its financial difficulties. 
During the past five years, Penn- 
sylvania Blue Shield increased the 
number of services paid for sub- 
scribers from 100 to 138. It said 
that during the same period the 
average use of services increased 
by more than one-third. The Plan 
also pointed out that 85 per cent 
of the members who would be 
affected by the adjustment have 
never had their rates increased. 

In addition, the Plan announced 
it plans to introduce a new pro- 
gram for persons 65 years old and 
over who are not now members, 
with the rate of $2.07 per person 
per month. New members would 
be accepted regardless of physical 
condition; however, a six-month 
waiting period would apply for 
pre-existing conditions. 

Special allowances would be 
made for low-income aged. Single 
persons with annual incomes under 
$2500 and couples with incomes 
under $4000 would receive covered 
services without additional charge 
from physicians participating in 
the Pennsylvania Plan. 


> DISCUSSION OF HOSPITAL EFFICIENCY 
AN ISSUE AT BLUE CROSS HEARINGS— 
Public hearings on a Blue Cross 
petition for a rate increase are not 
the proper forum for a discussion 
of hospital costs and efficiency. 
This was the contention of the 
Cincinnati Plan requesting an aver- 
age 28 per cent subscription rate 
increase, and that of the hospital 
representatives who took part in 
the hearings, held last month. On 
the other hand, the insurance 
superintendent conducting the 
hearings maintained that hospital 
costs cannot be excluded from dis- 
cussion of Blue Cross rates, and a 
labor representative who testified 
agreed with the commissioner. 
(Details p. 100) 


» BETTER PERSONNEL RELATIONS: GOAL 
OF NEW JERSEY PROGRAM—The New 
Jersey Hospital Association has 
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announced that its board of trus- 
tees has approved the preparation 
of a “Guide for Salary Adminis- 
tration in New Jersey Hospitals”. 
“The guide will be the second step 
in the New Jersey program; the 
first was the survey of salaries and 
personnel policies, which the state’s 
hospitals have been using in re- 
cent months in comparing indi- 
vidual hospital policies with those 
reported for the state by the 
association. 

The new guide will include ma- 
terial for use in job evaluation and 
wage administration, as well as 
instructions on how to survey local 
competitive jobs and how to in- 
terpret such surveys. 

The guide will be supplemented 
by two workshops: Instruction on 
how a hospital may set up a pro- 
gram with the aid of the guide 
will be given at the first; the 
second workshop will be held after 
the hospitals have prepared job 
descriptions and evaluations. 


> REPORT FROM WASHINGTON—Plat- 
forms adopted by the two political 
parties vary radically on the 
method »of providing health care 
for the aged. A crisis on this issue 
may be expected if the Democratic 
Congress votes a program using 


social security to finance that care, 
and President Eisenhower is faced 
with signing legislation to which 
he has been opposed. (Details 
p. 95) 


® Blue Cross-Blue Shield led all 
other organizations in the enroll- 
ment of federal workers who be- 
came eligible for coverage in July 
under the Federal Employee Health 
Benefits Act. Applications received 
thus far showed that approximately 
56 per cent of federal workers 
chose the service benefit coverage 
provided by the Plans. (Details 
p. 95) 


®@ The costs of medical care in ur- 
ban areas of the United States 
reached an all-time high last June, 
according to Bureau of Labor Sta- 
tistics. (Details p. 95) 


@ In little more than two weeks 
in July, approximately 200 inquir- 
ies concerning federal loans for 
housing for the elderly were re- 
ceived by the responsible federal 
agency. The loan program was 
contained in a bill signed by the 
President July 12. (Details p. 95) 


» CIVIL DEFENSE COURSES OFFERED AT 
ALAMEDA, CALIF., CENTER—T raining of 
instructors in civil defense is being 
conducted in Alameda, Calif., near 


San Francisco, by the Western In- 
structor Training Center, Office of 
Civil and Defense Mobilization. The 
five-day, 40-hour courses began in 
July and will continue through De- 
cember 16. Instruction is available 
to hospital personnel, as well as to 
government officials and to leaders 
from industry and from other in- 
terested organizations. The courses 
are intended to train individuals to 
direct, supervise or conduct courses 
in their home communities. 

The Alameda center points out 
that students attending OCDM 
schools are eligible to obtain par- 
tial federal reimbursement of their 
expenses. One of the qualifications 
for eligibility provides that the 
student be certified for reimburse- 
ment by the State Director of Civil 
Defense, or other duly authorized 
state official. Also, the course must 
be of at least 30 hours’ total dura- 
tion. 

Room accommodations for at- 
tending students are available at 
the Western Instructor Training 
Center at $1.50 per night. No 
charge is made for instruction, 
books, or other supplies. Further 
information may be obtained from 
the Office of Civil and Defense Mo- 
bilization, Western Instructor 
Training Center, Alameda, Calif. 
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In Madrid, too, physicians trust Pentothal f 
The old and new mingle in Madrid. Thus even as Quixote evokes their 


romantic past for the Madrilenos, so Pentothal typifies their standards 
for the modern day. In Madrid hospitals, doctors use Pentothal to 
provide prompt and easy induction of anesthesia, together with pleasant, 
uncomplicated recovery. Good reason. Pentothal’s record is unique 
among intravenous anesthetics: 25 years of continuous use, with more 
than 3200 world reports attesting to its effectiveness. You'll find its 


advantages equally valid for your operating rooms, too. 


PENTOTHAL soowm 


an intravenous anesthetic of choice the world over 


MADRID—by Herbert Danska (opposite page). Would you like a handsome wide-margin 
print for framing? Write Professional Services, Abbott Laboratories, North Chicago, Illinois. 





the Abbo-Liter: 
like a big cousin 
to the ampoule 


and with the same high ampoule standard of safety 


The Asso-Lirer bottle you see pictured here is, in principle, 

an oversized ampoule. Its contents are sterile, pyrogen-free, 

and like the ampoule, packaged at atmospheric pressure. 
Administration is, in effect, by a simplified ampoule technic 

too. Even as the nurse must open an ampoule, so she uncaps the 

Asso-LitEr. Simple aseptic procedure prevents contamination in 

both cases. No piercing pins to drive, no vacuum to relieve, no 

forcible inrush of room air. Now she need only attach the 

administration set, and begin venoclysis. 


Has she opened the correct bottle? The label of any container 
tells the contents, of course. But only the ABspo-Lirer gives her 
the extra precaution of stamping the solution identity on the safety 
cap, where it is seen as a double check. A small added safeguard. 
(Small, that is, until it prevents somebody’s error. ) 


Under the safety cap is the bottle cap, its threads formed 
after it was applied to the bottle, to give a perfect fit. Inside the cap, 
three more units: an inert hydrocarbon sheet, a soft rubber seal, 
and a movable metal turntable that makes the tightly 
drawn cap easy to unscrew. 

And about the Asso-Lirer, itself. Its glass is made to strict 
specifications similar to those for ampoules, gas-treated to 
provide a neutral pH. Clearly graduated and labeled for easy 
reading upside down, too, so that the nurse can easily check its 
suspended contents at a glance. And when she is at a distance, 
filtered air bubbles rising help her monitor the continued flow. 


But see the convenience of the Apso-Lirer and its 
equipment for yourself. Your Abbott hospital representative 


will be glad to demonstrate. 


ABBOTT 


©1960, ABGOTT LABORATORIES, NORTH CHICAGO, Lt, 007008 

















accreditation froblems 


KENNETH B. BABCOCK, M.D. 


Is it acceptable for the patient to 
go to surgery if his history and phys- 
ical have been dictated by the surgeon 
but not yet transcribed by the hos- 
pital’s secretarial staff? 


The answer is a qualified yes. 
Certainly it is recommended and 
preferred that an adequate, perti- 
nent history and physical be re- 
corded on the patient’s chart prior 
to his operation. This is not possi- 
ble in an emergency operation and 
no true emergency should ever be 
held up because of the lack of a 
recorded history and physical on 
the patient’s chart. 

Perhaps the most common cause 
of concern to hospitals in this re- 
spect is the patient who enters the 
hospital the afternoon prior to sur- 
gery. The patient arrives at 1 p.m.; 
the physician dictates the patient’s 
history at 7 p.m.; and the patient 
is to be operated on at 8 or 9 the 
next morning. There is no night 
secretarial service. Here is the 
place for the executive committee 
of the medical staff, in cooperation 
with administration, to make sound 
rules governing such situations. 

Many excellent hospitals have 
handled this situation in one of the 
following ways: 

1. Every patient, except emer- 
gency cases, must be accompanied 
by an admission note from the phy- 
sician. This admission note, which 
outlines pertinent information 
about the patient, is made part of 
the patient’s chart. 

2. A statement in writing from 
the physician is required on the 
patient’s chart prior to the opera- 
tion. The physician’s signed state- 
ment might read something like 
this: “The history and physical on 
this patient have been dictated. I 
certify that to the best of my 


This material has been prepared by the Joint 
Commission on Accreditation of Hospitals, Dr. 
Kenneth B. Babcock, director. Questions should 
be sent to the Commission, 200 E. Ohio St., 
Chicago 11, Ill., or to HOSPITALS, J.A.H.A., 
for referral to Dr. Babcock and his stoff. 
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knowledge there are no known 
pertinent facts that would contra- 
indicate the operation at this time 
or that should be called to the at- 
tention of hospital personnel.” It 
is assumed that administration will 
do everything in its power to see 
that the transcriptions are recorded 
on the charts as quickly as possible. 


* * * 


How often should the joint confer- 
ence committee meet? 


As often as is necessary. How- 
ever, the joint conference commit- 
tee should meet at least quarterly. 
In many hospitals it meets regu- 
larly once a month. 

The hospital administrator should 
look upon this committee as the 


@ histories and physicals on 


emergency surgery patients 


@ frequency of joint confer- 


ence committee meetings 


best means of bringing key board 
of trustee and medical staff mem- 
bers together to help him solve 
hospital problems. The adminis- 
trator is the catalyst as far as this 
committee is concerned. By doing 
the leg work, by making available 
resource material and by prepar- 
ing an objective informal agenda, 
the administrator can make the 
joint conference a tool for improv- 
ing hospital care and for his own 
self-improvement as an adminis- 
trator. Frankly, if the administra- 
tor does not take the lead, the joint 
conference committee will cease to 
function to the subsequent detri- 
ment of the hospital, the board of 
trustees, the medical staff and him- 
self. 
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You’re looking at the first anodized aluminum 
cabinet on the market and its built-in advantages: 
no rust, wear, finger marks — easy to clean. 
Thoroughly tested for two years, this polished 
aluminum Turn-Towl cabinet combines new dura- 
bility and service with the proven towel control. 
For the name of your nearest distributor, write 
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Newborn admission records 


What are the recommended proce- 
dures for handling admission records 
for newborn infants? 


The most common practice and 
one that is recommended is to as- 
sign a hospital register number to 
each live born infant and to main- 
tain a separate medical record for 
the infant 

This practice makes hospital 
statistics more consistent in rela- 
tion to medical records and pre- 
serves the integrity of the record of 
the infant for subsequent use 
should he ever be readmitted. 

It has been found that when the 
infant’s record has been kept 
together with the mother’s there 
is confusion in use of the record 
both while the mother and infant 
are in the hospital and after they 


The answers to these questions should not be con- 
strued as being legal advice. Hospitals with legal 
problems are advised to consult their own attorneys. 


THE COMPLETE 

PACKAGE FOR 

HANDLING THE 
DECEASED 


IN THE CONVENIENT 
DISPENSER OF SIX 


HOSPITAL SUPPLY une” 
throughout the United States and Canada 





are discharged. In the event the 
mother leaves the hospital before 
the infant, either a new record 
must be created for the infant in 
order to free the mother’s record 
for processing, or the record of 
the mother must be withheld from 
processing the entire time the in- 
fant remains in the hospital. There 
seems to be more difficulty in 
handling the unusual situations in 
this matter than in having a reg- 
ular procedure for a newborn 
infant as an individual. 

You will find the information in 
the first chapter of the American 
Hospital Association’s publication, 
Uniform Charts of Accounts and 
Definitions for Hospitals, useful in 
clarifying the reasons for treating 
each patient, including the infant, 
as an individual patient. 

In the case of separate stillbirths, 
no separate record is created. 

—HELEN D. McGurIRE 


Staff chiropodists 


What is the status of chiropodists 
as potential members of a hospital 


staff? 


Chiropodists are on the staffs 
of many hospitals in the country 
where they perform needed serv- 
ices to patients. The Army, Navy 
and Air Force offer commissions 
to chiropodists. 

Chiropodists work under the 
general supervision of the depart- 
ment of surgery. A physician mem- 
ber of the staff must have over-all 
responsibility for the medical care 
of the patient whom the chirop- 
odist treats. 

Most of their work is performed 
in the outpatient department, 
where a foot or podiatry clinic or 
section may be established. 

Less than 10 per cent of the 
practice of podiatry involves sur- 
gery. Almost all of the surgery is 
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This is a SHELBY “UNITICKET” Recorder... 


Used in conjunction with your present record-keeping and 
accounting system it eliminates lost or delayed charges, 
reduces transcription errors, cuts paper work for many 
members of your staff and actually eliminates some of the 
forms you are now using. For hundreds of hospitals it has 
streamlined accounting operations—they heartily endorse 
its adoption. Consult your Shelby representative or write: 


THE SHELBY SALESBOOK COMPANY, SHELBY, OHIO 
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Modern electronic communications, by the leader in 
leased communications systems, provide better patient 
care, save labor and overhead, augment hospital income 
. without cash or down payment, or extra service costs. 
Equipment especially designed for hospital use; every 
installation engineered for individual requirements. 
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- digital. Surgical procedures per- 
formed by a chiropodist must be 
carried out under the immediate 
supervision of a physician staff 
member. Chiropodists admitting 
their own patients for inpatient 
care do so in the name of a physi- 
cian staff member who records the 
history, performs the physical 
examination, orders and interprets 
routine laboratory work, prescribes 
drugs and examines the patient 
before anesthesia. 

Staff privileges in chiropody 
should be granted to applicants on 


the basis of their qualifications and 
ability. Procedures for granting 
privileges and rules and regula- 
tions governing the work of chi- 
ropodists in the hospital should be 
in written form. 

The acceptance of competent 
chiropodists on the staffs of hos- 
pitals does not violate any of the 
requirements for accepting hos- 
pitals for listing by the American 
Hospital Association, nor is it con- 
trary to recommendations of the 
Joint Commission on Accreditation 
of Hospitals. —J. R. ANDERSON, M.D. 
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A Hollister Aid Birth Cer- 
tificate makes the mother’s hospital 
stay complete. It adds a bright fin- 
ishing touch to a joyful occasion. 
It is a quality reflection of your 
own hospital . . . your way of show- 
ing the proud parents you share 
their pride. Your thoughtfulness at 
the time of this event can build last- 
ing goodwill for your hospital. 
Building this goodwill needn't be 
expensive. Hollister has an heir- 
loom quality Inscribed Birth Cer- 
tificate to fit your budget. Write 


for our free portfolio. 





Employee collections 


Collection-taking to purchase gifts 
for fellow employees is a practice that 
is difficult to control among employees 
and one that frequently gives rise to 
annoyances and hurt feelings. Is there 
some orderly means of controlling this 
practice, or should it be forbidden? 


Many hospital personnel hand- 
books contain a section that refers 
to the solicitation of money. This 
section can state that in order to 
avoid embarrassment on the part 
of those who cannot afford or who 
may not wish to contribute, the 
solicitation of money is discouraged. 

If you wish to let the employees 
continue the practice but would 
like to control it at a department 
level, one procedure would be to 
have employees contribute a small 
amount, perhaps 10 cents, out of 
each pay check to a department 
pool which would be used to pur- 
chase gifts or flowers at appro- 
priate times. A committee of em- 
ployees from each department 
could administer this fund. Use of 
such a fund should be well de- 
fined; for example, if it is to be 
used to purchase flowers in case 
of illness, limitations as to recip- 
ients should be specified. The em- 
ployee or his immediate family 
would be a usual limitation. 

—EDWARD W. WEIMER 


Liability insurance 


We are interested in establishing a 
program of malpractice and liability 
insurance for our own professional 
employees. Is it true that most indi- 
vidual or group plans for such cover- 
age do not apply when the insured is 
performing administrative duties or 
acting in the capacity of a hospital 
administrator? 


Unfortunately, there is no clear 
answer to the question you pose. 
For example, a survey was made 
recently of 22 of the largest under- 
writers of medical professional 
(malpractice) liability insurance 
asking whether they would defend 
and pay judgments rendered 
against physicians for acts arising 
out of participation on medical staff 
committees. Eight companies an- 
swered that they would defend and 
pay if judgment were rendered. 
Two would defend but would 
not pay any judgment and two 
merely stated that a difference of 

(Continued on page 104) 
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Hospital personnel, too, need 
TENDER LOVING CARE 


You can help your nursing staff save miles of needless walking 
and hours of wasted time by giving them modern DuKane 
Audio-Visual Nurses’ Call equipment. This most advanced hos- 
pital communications system has many exclusive nurse-saver 
features. For example, 12 critical patients can be ‘‘visited”’ 
every two minutes... Automatically. Learn the complete story 
in 9 minutes by seeing our new color sound film. 


4 Dept. H-89, DuKan2 Corporation, St. Charles, Illinois 


Please tell us more about DuKane’s Audio Visual 
Nurses’ Call Equipment. 
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DuKane products are sold and serviced by a 
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ing distributors. 
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Use of vacuum cleaners 
in hospital housekeeping 


Dear Sir: 

In the March 1, 1960 issue of 
HOSPITALS, J.A.H.A., R. W. Wester- 
gren of Sutter Memorial Hospital, 


Sacramento, Calif., discussed hos- 
pital cleaning in his article, “Hos- 
pital Administration . . . from the 
out side of the bed rail.” He was 
worried about clouds of dust and 
“staph” and he thought that a 
vacuum cleaner would be more ef- 
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STORAGE SPACE AND EXPENSE 


by reducing needle inventories with the 


ALL-PURPOSE 


DEKNATEL'K’ NEEDLE 


U.S.|Patent No. 2,869,550 


A SIGNIFICANT 
ADVANCE IN 
SURGICAL 
NEEDLES 


Sharper than a 
cutting edge 
needle but 
leaves a taper 
point hole! 


The Deknatel ‘K’ Needle is all-purpose. You can now stock 
a single Deknatel ‘K’ Needle instead of the two formerly 
required — cutting and taper. Handling is simplified. You 
save on storage space and expense. Efficiency is increased 


at the O.R. table. 


For sample and details 

of specific advantages of 

the Deknatel ‘K’ Needle 

in all types of surgery, write— 


DE KNATE L 96-30 222 Street * Queens Village 29, New York 
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EDITOR 


fective than dust mops. Later he 
discussed this idea with other ad- 
ministrators who told him that 
vacuum cleaners were not satis- 
factory. 

Fortunately, there has been more 
investigation into the problem of 
using vacuum cleaners than was 
indicated by Mr. Westergren’s 
statement. During the past years 
several vacuum cleaner manufac- 
turers have begun to understand 
the problem of proper filtering and 
have developed machines that meet 
the peculiar conditions of hospital 
housekeeping. Henry F. Allen, 
M.D., of the Massachusetts Eye and 
Ear Infirmary, in the Feb. 7, 1959 
issue of the Journal of the Ameri- 
can Medical Association reports on 
one type of vacuum cleaner which 
features a partially disposable dirt 
collection unit and which exhausts 
the air horizontally from the top 
of the machine. He found that this 
cleaner did a very satisfactory job 
in retaining standard strains of 
staphylococci. His tests indicated 
that the machine was satisfactory 
for hospital use. During the past 
year a larger machine having ad- 
ditional features has been intro- 
duced on the market. This larger 
machine equipped with three sets 
of filters, one being of the impact 
type, has an excellent filtering 
system and is extremely quiet. It 
is equipped with a paper bag which 
allows emptying of the cannister 
so that the employee is not exposed 
to the dust that has been collected. 

Tests do not indicate that these 
two machines are perfect, but they 
are a great improvement over any 
other type of cleaning equipment 
for the hospital environment. Con- 
sequently, Wm. H. Maybury Sana- 
torium, Northville, Mich., recently 
switched to vacuum cleaners ex- 
clusively for hospital housekeeping 
operations. 

Vacuum cleaning gives greater 
sanitary protection to both patients 
and personnel then either the push- 
broom or the treated dust mop. 
The ordinary push-broom should 
never be used in the hospital be- 


HOSPITALS, J.A.H.A. 





Now, for the first time. . 





the premature infant can maintain his own 
constant body temperature indefinitely ... the new 


Infant Servo-Controller for the Isolette 





provides automatic body-temperature control until the natural 


thermoregulatory mechanism can mature and take over 


With the new INFANT SERVO-CONTROLLER for 
the IsOLETTE® the premature infant acts as his 
own thermostat. Changes in the baby’s skin tem- 
perature control the on-off cycling of low-intensity 
infra-red lamps thus providing— 


e gentle, radiant heat when demanded by a 
all in the infant’s skin temperature. 


minute-to-minute, stable control of even 
the tiniest infant’s body temperature at any 
preset level within +0.5°F. 


utmost safety—instantaneous response to 
the temperature-sensing element, taped to 
the baby’s abdomen, turns off the lamps the 
moment the preset body temperature is reached. 


An electronic safety thermostat provides an addi- 
tional safeguard to protect the infant, As soon as 


the body temperature rises above the preset 
point, this secondary heat-sensing element turns 
off the lamps, sounds a buzzer and lights a red 
warning lamp. 


The new INFANT SERVO-CONTROLLER is easy to 
operate. It can be factory-adapted to any ISOLETTE 
incubator, or you may purchase the new model 
C-77 ISOLETTE with the INFANT SERVO-CONTROLLER 
already in place. 


For additional information, phone collect from 
any point in the U.S.A., or write 


/ AIR SHIELDS, lve. f (A) 


OSborne 5-5200 








Hatboro, Pa. 


Leaders in electronic research and engineering to serve medicine 


Photo courtesy The Delaware Hospital, Wilmington 


The Isolette incubator alone continues to 
provide optimal isolation and precise, 
constant, fully-automatic control of tem- 
perature, humidity and oxygen— factors 
vital for survival of premature infants. 





cause it stirs up too much dust. 
Although the treated dust mop 
traps a great amount of the dust 
and it does not stir as much dust 
into the air as does the push- 
broom, the problem of periodi- 
cally cleaning the dust mop and 
picking up the soil not entrapped 
remains. In a tuberculosis hospital, 
such as the Maybury Sanatorium, 
it is particularly desirable to avoid 
having an employee sweep a pile 
of soil into a dust-pan. 

Our experience to date indicates 
that the vacuum cleaner that has 
been properly constructed can be 
safely used in any hospital situa- 
tion. It does a much better job 
than hand methods. By using vacu- 
um cleaners, a room can be thor- 
oughly dusted, and the soil col- 
lected and safely entrapped in the 
filters of the vacuum cleaner. There 
is no problem of soil on the hands 
of the employee. Moreover, vacu- 
um cleaning is a form of mechani- 
zation that will be of considerable 
help to hospitals in their efforts to 
reduce their operating cost.—FRAN- 


cis KING, business manager Wm. 
H. Maybury Sanatorium, North- 
ville, Mich. 


‘Miss Hospital’ cover available 


Dear Sir: 

Your May 1, 1960 issue of the 
Journal has the most appealing 
cover picture that we have seen 
in a long time. Are enlargements 
of this picture available? If so, our 
department would be very much 
interested in obtaining several 
copies. 

Many persons have commented 
on the illustration, and your artist 
is to be congratulated on the ex- 
cellent portrayal. 

The little miss playing nurse will 
make a very attractive addition to 
our occupational therapy depart- 
ment.—Mrs. Kitty KEMNER, di- 
rector, occupational therapy 
department, Latter-day Saints Hos- 
pital, Salt Lake City, Utah. 

* * * 
Dear Sir: 

I am interested in obtaining a 

reproduction of the cover of your 


May 1 issue of HOSPITALS, J.A.H.A. 
Actually, I hope to make excellent 
use of this cover when I plan to 
start my teaching career in Sep- 
tember. At the present I am em- 
ployed as a secretary to one of 
your subscribers, Edward H. Mon- 
geau, controller of Children’s Hos- 
pital of Philadelphia. 

I would also appreciate receiving 
any other illustrations of the same 
nature.—ANITA DALE GOLDMAN, 
secretary to the controller, Chil- 
dren’s Hospital of Philadelphia. 

(The “Miss Hospital” cover of 
the May 1, 1960 issue of the Jour- 
nal is part of the graphic arts 
series, entitled Heartbeat of the 
Hospital, which is available from 
the American Hospital Association. 
The colored illustration of the 
young miss playing nurse is avail- 
able in two sizes, 5% by 7 and 9 
by 12 inches for use as a poster 
or for framing. The smaller size 
copies (#6108) may be purchased 
from the order control division of 
the Association at $7 per 100 copies. 
The larger copies (#6103) are 
priced at $18 per 100 copies.) . 
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M-2 CASTILE ENEMA SOAP is a great time and money 
saver for cost-conscious hospitals. Patients like its gentle, 
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for every venipuncture 
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conventional re-sterilization 


the first truly disposable needle 
available for use 
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and post-use handling eliminated 
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SEVENTH OF A SERIES WITH SIGNIFICANT SUGGESTIONS FOR CONTROLLING CROSS INFECTION 


ACH month as the many surgical, medical and hospital 
E journals come to my desk, I’m newly aware of the 
intensive efforts being made to “stop staph” in hos- 
pitals all over the world. Pin-pointing any one source for 
spread of infection seems to have given way to recognition 
of the many sources of spread—nasal, contact, and air- 
borne— and the importance of reducing staphylococci in 
the environment to such an extent that they aren’t around 
in sufficient numbers to cause cross infection. 

In the March 26, 1960, issue of The Lancet (London), 
Dr. W. D. Foster reports on an investigation in a 30-bed 
ward of St. Thomas’ Hospital which revealed that when 
lisinfectant mopping was done daily and furniture wet 
dusted with disinfectant-soaked cloths, cross infection was 
practically non-existent—even though full isolation pre- 
cautions were not observed for the eight staph-infected 
patients in the ward. Relaxation of aseptic cleaning meas- 
ures immediately brought a rise in infections. 


Much discussion goes on in medical and public health 
journals and at hospital meetings about the continuing 
heed to be aware of the dangers of tuberculosis. Though 
deaths have decreased phenomenally, incidence is high, and 
unsuspected infection is an ever current problem. This 
question from Dr. Carl W. Walter’s O.R. Question Box 
{Hospital Topics, April, 1960) emphasizes some of the 
(langers. 

“QO. Our anesthetists will not allow airways or endotracheal 
tubes to be autoclaved. Do you approve if they are ade- 
quately cleaned? 

A. The tubercle bacillus is the most dangerous potential 
contaminant of anesthesia equipment....Besides protection 
of the patient from contamination, another concern is pro- 
tection of personnel. They must be cautioned to immerse 
soiled equipment in germicide immediately after use, and 
postpone cleaning until there has been adequate exposure 
to the germicide.” 

A new folder on L&F Instrument Germicide is just off 
the press and contains interestir.g data on its effectiveness 
against TB bacilli—even when dried on instruments. This 
germicide penetrates the organism’s capsule and destroys 
it as well as antibiotic resistant Staphylococci, Pseudo- 
monas, fungi and other potentially infectious organisms. 
We will be glad to send you this new folder and a generous 
sample of L&F Instrument Germicide. It’s ready to use as 
is, without mixing or diluting. 


In a study of one year’s experience with 29 postoperative 
wound infections in 984 cases on the orthopedic surgical 
service, Doctors Tracy and Carr (North Carolina Medical 
Journal, December, 1959) point up the direct relationship 
between lengthy procedures and the opportunity for infec- 
tion. Ten infections were deep, three of these resulting in 
death. Average delay in recovery in deep infection was 34 
days and in superficial infections, 8 days. These surgeons 
say, “...a long open operation provides ample time for air- 
borne contamination, especially when one considers that 
the contaminating organisms may already have reached a 


stage of accelerated growth. With a generation time of 20 
to 30 minutes, a small inoculation of organisms (staph) 
into devitalized tissue or clotting blood can progress to an 
important focus during a case.” 

Average operative time was one hour and thirty-five 
minutes with open hip procedures and lumbesacral fusions 
taking up to four hours. “Among static objects in the 
operating suite, five out of six grew hemolytic staphylo- 
cocci. The airborne spread of organisms was demonstrated 
by an agar plate exposed in the operating room for one 
hour, which grew abundant colonies of hemolytic staphylo- 
cocci.” 


If you were wondering about the disinfectant activity of 
Tergisyl® detergent-disinfectant against other infectious 
organisms besides antibiotic resistant staph, please send for 
our revised brochure on the new formulation. It is planned 
for even greater economy in buying and saving in labor. 
With the new 1:100 recommended dilution, dependable 
bacteriological control and aseptic detergent action are 
achieved in one cleaning operation. Rinsing is not even 
needed. If you would like samples of Tergisyl, as well as 
the brochure, please don’t hesitate to ask for them. 

L&F’s Tergisyl is the detergent-disinfectant being used 
at Huggins Hospital in Wolfeboro, N.H., and reported 
upon by Dr. Ralph Adams, Chief of Surgery, in the April 
4, 1959, issue of the Journal of the American Medical Asso- 
ciation, after successful control of infection in the O.R., in 
300 consecutive cases. With the infection rate still at only 
.25% after 800 cases, Dr. Adams reported his “zone con- 
cept” of O.R. infection control in Surgery, Gynecology and 
Obstetrics 110:376 March, 1960. Amphyl® was used for 
blanket disinfection. Reprints of both articles are available. 
May we send them to you? 


Is there an area in your hospital where you find disin- 
fection procedures particularly hard to apply? If so, please 
accept my invitation to discuss it with us. Although disin- 
fection applies to only one part of the complete infection 
control program, it is an important one and we just might 
be able to help. Our research laboratories and technical 
advisors would be glad to work with you and I, personally, 
hope you will ask. Please let me hear from you. 


Cake Fa 


Charles F. Manz 
General Sales Manager 
Professional Division 
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editorial notes 


pity the poor reader! 


O MAKE headline writers hap- 
f hatin and to improve our Flesch- 
formula rating, we have subjected 
our readers to a bewildering bar- 
rage of initials. Out of sheer per- 
sistence, our reader has made his 
way through this maze. He now 
knows, almost because he must, 
what AMA stands for (the Ameri- 
can Medical Association, or is it 
the American Management Asso- 
ciation?), and the AHA (the 
American Hospital Association, or 
is it the American Hotel Associa- 
tion?), and the ADA (the Ameri- 
can Dental Association, or is it 
the American Dietetic Associa- 
tion?). 

But before the dew is dry on 
our reader’s ability to cope with 
most of the initials, almost as if 
we didn’t care for that poor mutt 
the reader, we force him to at- 
tempt another hurdle—the acro- 
nym*—and hope that he makes it. 

The awkward sentence above 
can illustrate the point, with ap- 
propriate use of capitalization. 
DEW changes from a very, very 
gentle rain from heaven to Distant 
Early Warning. COPE becomes the 
béte noir of the GOP (no acronym) 
as the Committee on Political Edu- 
cation of the AFL-CIO. CARE gets 
into the co-op act as the Coopera- 
tive for American Remittances to 
Everywhere. And the MUTT goes 
from the animal to the mechanical 


*Acronym made the second (1955) edi- 
tion of the Merriam-Webster Unabridged 
Dictionary but only under the addenda 
section. It was defined as a word formed 
from the initial letters of each of the 
succeeding parts of the compound term. 
Among the examples cited in the addenda 
section were jato, radar, snafu, etc. 
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kingdom, from the mongrel be- 
loved of our Edgar Guests to a 
Military Utility Tactical Truck. 

Finally, HOPE is not the center of 
the trinity of great virtues but 
some ship sailing under the ban- 
ner of Health Opportunity for 
People Everywhere. 

We gave only passing thought to 
this current craze for acronyms 
until we saw an editorial on the 
subject in the Journal of the South 
Carolina Medical Association, 
which stated that “these columns 
have groaned more than once on 
the subject of the unwarranted use 
of obscured and unintelligible ab- 
breviations. Hospital charts are 
crowded with them, manuscripts 
contain not a few, and the mean- 
ing of many an article is rendered 
obscure by the appearance of some 
quite meaningless set of capital 
letters.”’ 

The editorial also provided the 
startling news that we have 
spawned so many of these acro- 
nyms that we have now a diction- 
ary of acronyms, presumably so 
we can let our readers know what 
we're writing about or let us know 
how we can be accurate when we 
confuse our readers. It contains 
12,000 acronyms and is unlikely 
to be the sort of thing that the 
general reader would keep on his 
bedside table. 

Shortly after reading and men- 
tally applauding the South Caro- 
lina editor’s comments, we received 
as editor of HOSPITALS (no acro- 
nym), Journal of the AHA (hos- 
pital, not hotel), an announcement 
from WARDS about PRACTI. 

WARDS could well be Women 


Assembled for the Redemption of 
Daughters of Sinners (you can 
upper or lower case the preposi- 
tions and the articles in a title can 
be capitalized or not, depending 
upon whether they are needed for 
the acronym). But it isn’t. It’s the 
Welfare of Animals used in Re- 
search for Drugs and Surgery 
(actually it’s fudging to drop a 
verb). 

And PRACTI—you’ll never guess 
—=is the Professional Research Ani- 
mal Care and Technology Institute 
(barely a demerit for the drop of 
the conjunction). 

Acronyms aren’t new. DORA is 
the prim young maiden (World 
War I class) who as the Defense 
Of the Realm Act conserved man- 
power and war-urgent sobriety by 
calling, in the British “pubs”, at 
five minutes to 10, “Time, Gentle- 
men!” This call has stretched right 
through World War II et seq. In 
the hospital field, we have our 
LAMBS (Lay Administrators’ 
Mutual Benefit Society )—a perfect 
acronym, no word dropped and a 
subtle suggestion in the acronymic 
word. We don’t have, as we could, 
HASTS (Hospital Administrators’ 
Society To promote our Status). 

Acronyms can be intriguing but 
we ought not to be carried away 
by this method of expanding our 
language because we run the risk 
of reducing our understanding of 
language—its basic requirement.— 
JEH (no acronym). 


help for the asking 


Grace Hospital is an acute gen- 
eral hospital of 219 beds situated in 
Windsor, Ontario, Canada. The 
building consists of a large old 
wooden residence, in which the 
hospital began in 1920, and three 
attached wings, one wood-joisted 
and two of modern fire-resistant 
construction. The residence section 
holds administrative offices and 
provides a passageway to other 
wings. 

Presence of the wooden build- 
ings has made the hospital ex- 
tremely safety conscious. Fire safety 
is emphasized with unusual dili- 
gence among personnel, and the 
hospital is fitted with modern pro- 
tection devices: the four sections 
of the building are divided by self- 
closing fire doors; newer sections 

(Continued on page 102) 
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administrator: 


WHAT IS AHEAD FOR THE 


Healthy now, it needs joint 


leadership to keep it strong 


HE DIPLOMA PROGRAM in the 

hospital school of nursing has 
always been the backbone of nurse 
education in the United States and 
Canada. It will continue to hold 
this position if we assure that the 
progress which has characterized 
this major branch of necessary ed- 
ucation continues unabated. To as- 
sure this, we must plan for the 
future in the light of both past and 
present experience. We must study 
the strengths to keep them strong, 
and study the weaknesses to con- 
vert them, wherever possible, to 
strengths. 


THE SITUATION TODAY 


The National League for Nurs- 
ing reported that 86 per cent of 
nursing graduates in 1946 were 
graduates of diploma programs. 
The U.S. Public Health Service 
reported that, for 1957, 83 per cent 
of the graduates were from diplo- 
ma programs, 16 per cent from col- 


T. Stewart Hamilton is executive direc- 
tor of Hartford Hospital, Hartford, Conn. 

This article is adapted from a paper 
presented at the annual convention of the 
American Hospital Association in New 
York City, August 1959. 





To achieve national agreement on 
improving diploma programs in hos- 
pital schools of nursing, the author 
states, individual administrators and 
directors of nursing must first develop 
mutual communication and _ under- 
standing. He analyzes the strengths 
and weaknesses of hospital nursing 
schools and outlines a course for their 
future improvement. 





legiate programs and one per cent 
from junior college programs.? 

More than 92 per cent of all the 
nurses practicing today are gradu- 
ates of diploma programs. Al- 
though both diploma and collegiate 
programs may have increased in 
numbers of students, the growth 
rate of the collegiate program is 
obviously a good deal faster than 
that of the diploma program. But, 
as the German adage puts it, 
“Trees do not grow to the sky”. 
We can expect the percentage of 
nurses in college courses to find a 
level somewhere above its present 
one, but it is unlikely that these 
college graduates will ever be in 
the majority. 

The associate degree or junior 

(Continued on page 39) 
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‘SCHOOL OF NURSING ? 


Its survival depends on new methods 


and new facilities 


by RUTH SLEEPER, R.N. 


Lae NEED FOR NURSES and the 
care which can be given by 
the graduates of hospital schools 
are most convincing arguments for 
the value of the three-year school. 
At the same time, those of us re- 
sponsible for these schools must 
make many changes if our schools 
are to hold respected places in the 
country’s educational system. Un- 
less this status can be achieved, 
the hospital school will not con- 
tinue to attract desirable candi- 
dates in sufficient numbers, and 
a new system of preparing our 
nurses will be found. 


TRIAL AND ERROR LEARNING 


The history of the hospital 
school of nursing as it developed 
in this country shows the training 
school from 1870 until 1914 to 
be synonymous with the hospital 
nursing department. The school 
was the nursing staff for the par- 
ent hospital. Education was al- 
ways, or at least far too often, a 
matter of trial and error learning. 
Until the early 1900’s, schools were 
not even dignified by the posses- 

Ruth Sleeper, R.N., is director of the 
School of Nursing and Nursing Service at 
Massachusetts General Hospital, Boston. 

This article is adapted from a paper 
given at the annual meeting of the Ameri- 


can Hospital Association in New York City, 
August 1959. 


AUGUST 16, 1960, VOL. 34 





The hospital school of nursing is 
an essential part of the nation’s edu- 
cation system, the author states, but 
if it is to survive it must undergo 
changes in methods and facilities and 
must be given educated leadership by 
hospital administration. She asserts 
that to achieve progressive schools and 
nursing services, administrators and 
directors of nursing must learn to 
discuss their mutual problems and to 
formulate plans on state and local 
levels. 





sion of full-time teachers. So- 
called nursing education was in- 
expensive, and so was the nursing 
service given to patients. 
Physicians and hospital admin- 
istrators were either not concerned 
about nurses education or they 
were content with the care re- 
ceived by their patients. The in- 
telligent student nurse in this situ- 
ation was troubled, however, for 
she could recognize patient needs 
she could not meet and could see 
the results of her lack of knowl- 
edge and skill. These students 
wished for teaching and super- 
vision the school did not supply; 
they finished training resolved to 
work for a system of education 
that would’ give more protection 
to patients and that would truly 


develop the school as an educa- 
tional unit. 

The results of the efforts of hun- 
dreds of such students are obvious 
today. The diploma schools have 
grown in enrollment and in qual- 
ity. The collegiate school these 
women fostered is now an estab- 
lished leader in the system of nurs- 
ing education. From these collegi- 
ate schools, with their programs 
for graduate nurses and under- 
graduate nursing students, come 
the administrators, supervisors and 
teachers for our hospitals and their 
three-year schools. 


THE GUIDING PRINCIPLES 


These early leaders and their 
successors have followed certain 
guiding principles. One of these is 
that a school of nursing, like any 
other school, should be conducted 
primarily for the education of stu- 
dents. A second principle is that 
this education should bring growth 
in knowledge, skills, and attitudes 
necessary for the work to be done; 
that it should be dynamic and 
should offer challenges commen- 
surate with the ability of the 
learner. Third, the nursing cur- 
riculum should include a balance 
of the related theory end practice 
necessary for sound learning. This 
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would involve providing an oppor- 
tunity to develop skills through 
actual care of patients, and relat- 
ing practice to learning through 
assignments selected for learning 
values. The laboratory or patient 
eare experience grows in value as 
#*. it provides new and challenging 
opportunities to learn. Supervision 
that meets the learner’s needs and 
a sound plan for evaluation and 
guidance increase the value of any 
laboratory practice. 


If the school faculty studies the 


‘ patient’s needs—physical, emotion- 
al and spiritual, in the hospital and 
at home—in the light of develop- 
ing medical and social programs, 
the curriculum objectives will ob- 
viously be patient-centered. When 
the faculty is guided by accepted 
teaching and learning methods, 
the curriculum will be adapted 
both to the student and her learn- 
ing situation. The outcome of such 
objectives should be a curriculum 
in which the student learns, in 
which the patient service benefits, 
insofar as is consistent with educa- 
tion, from the student practice, and 
in which the graduate nurses both 
feel ready and are ready to assume 
graduate nurse responsibilities. 


MONEY: ROOT OF DISAGREEMENT 


In the area of principles and 
methods of education, disagree- 
ment may arise in the thinking of 
the hospital administrator and 
nurse director of the school. Per- 
haps the root of the differences in 
thinking lies in money—in school 
costs and financing. The hospital 
administrator doubtless worries 
first about his budget. The nurse 
educator, on the other hand, may 
worry first about the quality and 
quantity of the school’s product. 
Blaming the system of hospital 
financing does not help. Accusing 
the National League for Nursing of 
pushing standards of nursing edu- 
cation beyond reasonable limits 
doesn’t help either. It is really not 
the NLN which is to blame for 
pushing standards, but the profes- 
sors of education who have so suc- 
cessfully inculcated their modern 
philosophies of education in the 
nurse educators, 

Were it not for costs, it is doubt- 
ful that the hospital administrator 
would care what methods the 
school employed, so long as the 
school was a good one that pro- 
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duced the desired supply of gradu- 
ates. The nurse director, on the 
other hand, may know little or 
nothing about the budget for the 
hospital, or about the methods 
through which hospital financing is 
accomplished. She may wonder 
why everything seems financially 
possible for the staff, for the medi- 
cal students in the hospital, or for 
the continuous planning of more 
and more beds. 

The educational methods the 
nurse director has learned are just 
as foreign to the administrator’s 
problems as the administrator’s 
problems are to the changing 
methods of teaching. Perhaps mis- 
understandings between adminis- 
trator and nurse educator might 
have been avoided if the admin- 
istrator had in his title, as the 
college president does, some indi- 
cation of his educational responsi- 
bility for the nursing school. Might 
this perhaps indicate to him his 
need for broader and more ob- 
jective information and a clearer 
view of the school’s deficiencies? 
Without regard for either his in- 
terest or his ability in this area, 
the responsibility for education is 
now upon his shoulders, for the 
trustees have delegated it to him. 


EXPLORING PROBLEMS TOGETHER 


What does happen and should 
happen when administrator and 
nurse director begin to explore 
problems together? The best in- 
service education program in the 
hospital should take place, func- 
tioning with the same purpose as 
every inservice program—to im- 
prove the worker on the job. The 
administrator wants his school to 
be a good one. He needs to listen 
and learn why the school needs to 
have changes in methods and facil- 
ities. The school director also needs 
to listen and doubtless to modify 
her own reading program, mean- 
while, in order to learn about those 
methods of hospital administration 
which affect the school. These 
learning sessions, if properly 
planned, might include the mem- 
bers of the school council or 
advisory committee—committee 
members can advise better if they, 
too, know both sides. The trustees, 
the assistants in hospital admin- 
istration and the department heads 
may be included. At appropriate 
times, the medical staff also might 


wisely be involved in the meetings. 

This is the more formal side of a 
mutually planned inservice educa- 
tion program for hospital adminis- 
trator and nurse director, but there 
must also be informal sessions in 
their day-to-day contacts. Basic 
to their success will be the mutual 
desire to understand why the hos- 
pital school must change if it is 
to remain in the system of nursing 
education; why education for nurs- 
ing will, in fact, must, grow in cost; 
why our hospital schools will fail 
unless the top administration (the 
hospital administrators), who are 
responsible for them, can give edu- 
cated leadership; why the hospital 
administrators, who are repre- 
sented collectively by the Ameri- 
can Hospital Association, and the 
school directors, who are repre- 
sented collectively by the National 
League for Nursing, must work 
with understanding and respect for 
their differences in objectives, pro- 
grams and approaches. 


GROUP APPROACH TO PROBLEMS 


Committees on the improvement 
of patient care have been estab- 
lished and dissolved because par- 
ent organizations did not take 
seriously enough the problems re- 
quiring their attention. State and 
local affiliates of the American 
Hospital Association and the NLN 
have yet to sit down to study seri- 
ously and continuously the major 
problems facing both organizations 
and their constituents. National or- 
ganizations are too large and cum- 
bersome for group discussions. Be- 
sides, problems do have geographic 
differences. State and local organ- 
izations could provide more inti- 
mate discussion of questions and 
plans closely related to the in- 
dividual hospital and school. In- 
formation, interpretation and an- 
alysis at this level might bring 
answers to problems which are 
too often charged with emotion in 
the larger groups. 

The NLN derives its educational 
standards, finds its voice and vote 
in its individual members—the di- 
rectors of nursing and the school 
instructors. Of necessity, therefore, 
the NLN often moves slowly. It 
was organized to make possible 
the participation of all. Its state and 
local branches depend also on ac- 
cumulated individual opinions and 
decisions. This organization could 
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be made most helpful if the two 
groups of individuals most con- 
cerned for the future of the hospital 
school would develop intelligent 
understanding of the problems in- 
volved. So much progress can be 
made by experimenting wisely, by 
studying old patterns and by 
searching for new ones which will 
improve programs and increase en- 
rollment. New patterns of educa- 
tion may not prove costly or diffi- 
cult. 


NURSING SERVICE: A VITAL AREA 


It would be unfortunate indeed 
if the hospital directors, because 
of their interest in nursing educa- 
tion, overlooked the importance of 
their interest in nursing service. 
The objectives for nursing service 
should be consistent with the hos- 
pital’s objectives. They should in- 
dicate the standard of care to be 
achieved, the functions to be per- 
formed, the types of paid workers 
to be trained and employed, and 
the continuous responsibility of 
the nursing service to study, revise 
and improve its program. No one 
really knows yet what possibilities 
there are for more economical ad- 
ministration and operation of a 
nursing unit which will, in spite of 
economy, give good patient care. 


administrator: 


college programs are an interest- 
ing experiment and they do seem 
to be proving the important point 
that the nursing course can safely 
be abbreviated. Because of the cost 
to both student and_ institution, 
however, it is doubtful that this 
program will assume major pro- 
portions. This conclusion requires 
at least one proviso: If public edu- 
cation were to be generally ex- 
tended through 14 grades, many 
of the present hospital programs 
might easily become a part of local 
junior colleges. Thus the cost of 
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Less opportunity for lack of 
agreement between administrator 
and nurse director should exist in 
the area of nursing service than 
in nursing education. But each will 
need to see clearly the importance 
of the nursing service as separate 
from the school of nursing and as 
fundamental to the hospital’s pa- 
tient care program. Interpretation 
of problems related to staffing will 
pe needed, and expensive time- 
saving equipment must be justified 
by actual figures. There will also 
be need for interpretation by the 
hospital administrator. He can 
share his proficiency in the art of 
administration with his nurse di- 
rector, who is perhaps quite un- 
prepared in this area. Help for her 
will ultimately be reflected in the 
hospital administration as well as 
in the nursing department. 

Many of us in nursing service 
have been concerned over the em- 
phasis of the AHA on nursing edu- 
cation and its lack of attention to 
nursing service problems. We can 
understand this concern over the 
diminishing contribution of student 
nurses and the increasing cost of 
schools of nursing. We can recog- 
nize this concern over the lack 
of graduate nurses for employ- 
ment. But we cannot understand 


althy now, it needs 
to keep it strong 


(Continued from page 36) 


nurse education would be placed 
where it properly belongs—on the 
general public rather than on the 
sick public. 


ACHIEVEMENTS IN THE 1950's 


We are thus assuming that 
our diploma programs in hospital 
schools of nursing will continue. 
It therefore behooves us to con- 
sider what has happened to these 
programs during the last decade, 
to examine their present strengths 
and weaknesses and then to plot 
their future course. Over the last 


the lack of concern for the needs 
of nursing services; these needs 
are just as acute as—perhaps more 
so than—educational needs. 

A well conducted, lively nursing 
service with nurses who enjoy 
their nursing is one of the best 
public relations agents a hospital 
can have; it has a positive effect 
on potential patients, nurses and 
the men and women in the com- 
munity who are seeking jobs. Ob- 
viously, our student shortage is 
not over. There probably are not 
enough young women interested in 
nursing as a career to supply pro- 
jected future needs. The difficulty 
is that we do not sit down together 
to study our nursing service situa- 
tions in the hospital, or on local, 
state or national levels. 

Whatever is done for nursing 
service will strengthen nursing 
education. A good service makes a 
good practice field; good methods 
of patient care provide the founda- 
tion for good teaching and learning 
and happy nurses encourage po- 
tential candidates for schools. 

The hospital school is needed in 
our system of education. But the 
hospital school of the future will 
need a new look. There is not too 
much time to plan, for we need the 
new look now. " 


joint leadership 


eight years, the accreditation pro- 
gram of the NLN has been im- 
proved, extended and simplified. 
It is not ideal yet, but progress is 
being made. 

Although the quality of our 
student bodies is probably little 
changed frorn what it was in 1959, 
the level of preparation of the 
faculty and the number of faculty 
members per school* has been sub- 
stantially raised.1 Standards have 

*Between 1951 and 1957, total nurse 
faculty members per school increased 


from 8.7 to 11.9 and full-time nurse faculty 
members from 5.0 to 7.5. 
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been raised because nursing edu- 
cators emphasized this need and 
because support was given by the 
federal government under Title II 
of Public Act 911. We have prog- 
ressed a long way from the report 
Nursing Schools, Today and To- 
morrow, published in 1934, which 
hoped for the day when instructors 
would have at least a high school 
education. 

With better preparation of facul- 
ty has come a marked change in 
the program itself. The 48-hour 
week (often not counting class- 
room time) devoted largely to on- 
the-job experience under a head 
nurse-instructor has given way to 
a 40-hour week. A greater propor- 
tion of time is now spent in actual 
instruction—either in the class- 
room, the laboratory or on the 
ward—under instructors whose at- 
tention to the student is not dis- 
tracted by the compelling needs 
of patients. 

The result is a vastly improved 
and continually improving nursing 
program. Nor has this come a mo- 
ment too soon. Two demands must 
be fulfilled if the needs of the com- 
munity are to be met. The first de- 
mand is that in order to continue 
to attract the high caliber of young 
women needed in nursing, our pro- 
grams must be good enough to 
eompete successfully with the col- 
leges. As emphasis upon the im- 
portance of a college education 
grows, the need for the nursing 
school’s program to improve grows 
with it. Second is the demand that 
modern medical care places upon 
the nurse. She must have at her 
fingertips a volume of knowledge, 
skills and techniques that grows 
greater each year. These two de- 
mands combine to require a cur- 
riculum ever more comprehensive 
and a faculty ever better prepared. 

But these demands cost money. 
All too seldom do we learn today 
of new schools being opened in 
hospitals. The cost is so great that 
few hospitals have the courage to 
seek to assemble a faculty. In the 
face of rising costs and our present 
acute shortages of qualified faculty, 
perhaps we should plan to educate 
more nurses by enlarging our pres- 
ent schools. This would help, but 
there are limits to every school’s 
ability to expand. In addition, such 
expansion might place an increased 
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financial burden upon the patients 
in hospitals with existing schools. 
Costs of diploma programs have 
risen markedly in the past decade 
and will continue to rise. How costs 
may be equitably spread is one 
of the many problems facing diplo- 
ma programs and the hospitals 
which operate them. 


EXAMINING THE DIPLOMA SCHOOL 


Our diploma schools today are 
still educating by far the largest 
number of professional nurses. 
They have several strengths and 
weaknesses which should be ex- 
amined. 

The strengths of our diploma 
schools include the following: 

1. Availability: There is now 
and will continue to be a shortage 
of places in colleges for would-be 
college students. The diploma pro- 
gram in nursing can now admit 
nearly 40,000 students annually, 
thus providing an essential part of 
the facilities available to the in- 
creasing numbers of young women 
who seek education beyond high 
high school. Without this program, 
a critical shortage in nurses would 
be created simultaneously with a 
log jam in the few remaining 
places where they might be edu- 
cated. 

2. The presence of a good diplo- 
ma program in a hospital almost 
inevitably engenders high quality 
patient care in that hospital. Edu- 
cation and patient care seem to 
have a “one plus one equals three”’ 
synergism. 

3. The cost to the student is 
low. In few (if any) other fields 
can a young woman obtain so val- 
uable an education for so small an 
expenditure of money. This ad- 
vantage undoubtedly attracts many 
students who could succeed in sev- 
eral areas, but who choose this 
because of a_ straitened family 
budget. 


FROM WEAKNESS TO STRENGTH 


The following weaknesses exist 
in the diploma school programs, 
but if recognized and corrected 
they can often be converted to 
strengths. 

1. The hospital school does not 
grant a degree. There is little we 
can do about this. Rather than be 
corrected, this disadvantage must 
be offset by advantages, 


2. The program is long. If the 
student did not “pay for her tui- 
tion in service’ the course could 
be shortened, but the cost would 
have to be met from some source. 
This weakness (if it is a weak- 
ness) is so offset by the strength 
of low cost to the student that it 
is not of great importance. 

3. The school is not the main 
interest of the sponsoring organi- 
zation. If the hospital has the stat- 
ure worthy of a good school (most 
of them do), the hospital will ade- 
quately recognize that education 
is as important and integral a part 
of its service to the community as 
are patient care and research. The 
fact that education is not the only 
function carried on by the spon- 
soring organization does not need 
in any way to be a weakness. How- 
ever, to preserve a healthy balance 
of interest, it is essential that re- 
sponsibilities be well defined and 
that channels of communication 
always be kept open between the 
administrator and the director of 
nursing. 

4. Cost to the hospital: As noted 
above, the rising cost of nursing 
education is one of the areas ex- 
amined sharply by hospitals—and 
by third parties reimbursing them 
—in their attempts to control over- 
all rising costs. The time has come 
for us to face this growing weak- 
ness squarely and to chart a posi- 
tive course for correcting it. If we 
do not, the rising pressures to con- 
trol hospital costs may force deci- 
sions of great detriment to our fu- 
ture health. 


QUESTIONS FACING THE SCHOOLS 


The hospital school today is 
stronger and healthier than ever 
before. It is vital to the welfare 
of our society. If we are to keep it 
so, it is up to all of us, but espe- 
cially the administrators of hos- 
pitals with diploma programs in 
nursing and the directors of those 
programs, to consider and act upon 
the following questions: 

1. How are positive channels of 
communication to be achieved and 
maintained between the adminis- 
tration and the director of the 
school? Each must make a deter- 
mined effort to understand the 
problems of the other. The admin- 
istrator must recognize his (and 
his board’s) responsibility for the 
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operation of the educational facil- 
ity and his responsibility to the 
students who attend it. 

He should meet regularly with 
the director of the school to dis- 
cuss both day-to-day problems and 
long-term plans. He should be an 
active member of the school of 
nursing advisory committee and 
have a general knowledge of the 
school program. The director of 
the school should work equally 
hard to understand general prob- 
lems of the hospital as well as 
those pertaining to nursing educa- 
tion and nursing service. This calls 
for communication from the ad- 
ministrator to her and for her ac- 
tive interest in what he is com- 
municating. 

2. It is the responsibility of the 
administrator to know his local 
situation, but he should also learn 
about the broad picture in nursing 
as well as in general administra- 
tion. The director of the school is 
responsible for keeping the ad- 
ministrator apprised of trends and 
practices in nursing education. In 
light of these trends, they should 
work together to chart their 
school’s course. They should like- 
wise be sure, whenever possible, 
that they think alike (or at least 
understand their points of differ- 
ence) in matters such as their role 
and relationship with national or- 
ganizations of both the nursing 
and hospital fields. 


VALUE OF COMMUNICATION 


3. They should agree on which 
educational principles are funda- 
mental to a sound educational 
program in nursing. With ade- 
quate communication, there is little 
doubt that they will think alike 
with regard to the needs of their 
school and its rate of improvement 
and growth. 

4. Communication and mutual 
understanding will help avoid con- 
flict of values in an organization 
with the dual purposes of service 
and education. This potential weak- 
ness need never become a reality. 
In fact, what has happened in pro- 
grams of diploma schools over the 
last decade is ample proof that the 
needs of the student are being met 
—even at the price of service and 
at additional cost to the hospital. 

This is not to say that these 
needs should not be met. Instead, 
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it shows that today we are recog- 
nizing that the educational needs 
of the student must be met. If 
educational needs are met with 
disregard for needs of the institu- 
tion as a whole, disaster is courted. 
Fortunately this has not happened. 
We have learned, for example, that 
the needs of the patient and his 
family, far from being a barrier to 
education of the nurse, possess val- 
ues that under proper conditions 
greatly enhance the educational 
process. 

5. Just as it is important for the 
school’s director to keep the ad- 
ministrator apprised of trends in 
nursing education, it is vital for 
them to study together the trends 
in nursing service which will have 
an impact upon nursing education. 
If their graduates are to be ade- 
quately prepared, they must adjust 
their program to meet these trends. 

6. As long as the knowledge and 
skills required of a nurse con- 
tinue to increase, hospitals should 
(whether they conduct a diploma 
program or not) provide some 
means of bringing up to date those 
nurses who are returning to nurs- 
ing after a hiatus of years. Once 
this is done, the easier step—pro- 
viding refresher courses for teach- 
ing new techniques to nurses on 
duty—becomes a logical corollary. 

7. The school’s director and the 
administrator must plan a budget 
for the school which will be within 
the means of the hospital’s finan- 
cial resources. At the same time, it 
must permit the school to conduct 
a program of which they and 
others may be proud. 


A VOICE IN ACCREDITATION 


These days, one cannot discuss 
nursing education without refer- 
ring to accreditation. Much has 
been said for and against hospitals 
having a voice in the accreditation 
process. It seems appropriate to 
state very briefly the hospital’s 
case as well as the obligations that 
hospitals must be willing to as- 
sume. 

1. Hospitals are as interested in 
nursing education as are nursing 
educators in good schools. 

2. Hospitals have strived for ele- 
vation of standards in every pro- 
gram with which they have been 
associated. 

3. Hospitals which are asked to 


pay the cost of accreditation be- 
lieve they should have a voice in 
the program. 

4. The principle of “lay parti- 
cipation” is a part of our demo- 
cratic way of life. 

To have a voice in accreditation, 
hospitals must be willing to assume 
the following responsibilities: 

1. Hospitals must be willing to 
accept a fair distribution of the 
costs of accreditation. 

2. Hospitals must be willing to 
consider whether representation on 
accreditation councils should not be 
limited to those administrators who 
are in hospitals with schools of 
nursing. 

3. Hospitals must be willing to 
press with vigor for necessary ele- 
vation of standards. 

4. Where it is necessary, hospi- 
tals must be willing to share re- 
sponsibility with the NLN for 
disaccreditation. 


BLUEPRINT FOR SUCCESS 


This paper has considered diplo- 
ma programs in nursing and how 
to keep them strong. Its “blue- 
print for future success” is a simple 
one based on communication and 
understanding. It is this: 

1. In facing both local and na- 
tional problems, administrators and 
directors of nursing should work 
together in their own hospitals. 
Wherever possible, they should 
come to agreement in their think- 
ing about them. 

2. It should then follow that we 
can come to agreement or at least 
understanding at the national level. 
We can hope that this would make 
today’s curious dichotomy between 
thinking at the local and at the 
national level disappear. 

3. A program acceptable to all 
groups could then be developed. 

4. Carried back to the local lev- 
el, this program would be instru- 
mental in continuing and acceler- 
ating the rate of improvement of 
our diploma schools of nursing. ® 
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TV HOLDS HOSPITAL IN EDUCATIONAL FOCUS 


by DONALD E. WALCHENBACH 


LOSED-CIRCUIT television has 
been used successfully at But- 
terworth Hospital, Grand Rapids, 
Mich., to focus attention on the 
hospital’s importance as an educa- 
tional center and to increase the 
hospital’s prestige among the med- 
ical fraternity and general public. 
Over the years, our hospital has 
presented many nationally recog- 
nized medical authorities, scien- 
tists and specialists as lecturers. 
The lectures have been paid for by 
an endowment fund presented for 
the express purpose of advancing 
education for the hospital’s medi- 
cal staff. Although its own medical 
staff was the motivating force, 
members of other hospital staffs 
were invited to attend. In time the 
number of physicians wishing to 
attend these lectures outgrew the 
capacity of the hospital’s audito- 
rium. 
New ways had to be found to 
accommodate an ever-widening 


Donald E. Walchenbach is assistant di- 
rector of Butterworth Hospital, Grand 
Rapids, Mich. 


42 


audience within the hospital. Yet 
it was vitally important that the 
rather intimate, personal quality 
of the programs be maintained. 
Closed-circuit television appeared 
to offer the most encouraging pos- 
sibilities. At the same time, the 
hospital’s administrative and med- 
ical staffs were determined that 
the lecture program, as important 
as it was, should not be permitted 
to add to the hospital’s cost of 
operation or to the patients’ bills. 

Providing adequate space for all 
the physicians who wished to par- 
ticipate presented no problem. The 
hospital had not only its audito- 
rium but also a spacious dining 
room which together were ample. 
A local television station was in- 
terested in using closed-circuit 
television to handle the overflow 
audience. Even so, some expense 
would be involved in making a 
temporary installation. Two local 
pharmacies agreed to underwrite 
the cost of this part of the pro- 
gram. This was a signal achieve- 
ment for public relations as well 


as program planning, since the 
usual cost of a commercial closed- 
circuit telecast within a city or 
single building is from $2000 to 
$5000 for an hour’s program. 
The lectures have been handled 
in this manner: All those attend- 
ing the lecture eat in the hospital’s 
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WHILE Alton Ochsner, M.D., of the Och F 


a 





Hospital addresses a “‘live’’ audience in the 


hospital auditorium, TV cameras relay his lecture 


to an overflow audience in the dining room. 


HERE Dr. Ochsner answers questions posed by the 


overfiow audience while the audience in the auditorium 


views the session on closed-circuit television. 


cafeteria. Those who eat first go 
to the auditorium after dinner. The 
others remain in the dining room, 
where TV monitors have been in- 
stalled to permit clear viewing 
from every side of the tables. The 
lecture begins in the auditorium 
before all those in the dining room 
have completed dinner. Obviously 
the rattling of dishes does not dis- 
turb the speaker, and the sound 
from the TV monitors is loud 
enough to easily overcome those 
distractions in the dining room. 

At the conclusion of the lecture, 
the speaker moves to the dining 
room for a question-and-answer 
period. The audience in the audi- 


DR. OCHSNER, right, talks to a reporter at 
the press conference preceding his lecture. He 
is shown here with members of the hospital 
staff. 
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torium witnesses this part of the 


program on previously installed 
TV monitors. This gives physicians 
in the dining room an opportunity 
to see the speaker in person. 

Because of the prominence of the 
speaker in his profession, each lec- 
ture has become an important 
event in the community. News- 
papers, TV and radio stations reg- 
ularly carry extensive advance 
stories and reports on the speaker. 
Further to impress the general 
public with the significance of the 
lecture, an informal press confer- 
ence is arranged to precede the 
dinner and lecture and a public 
reception follows. 

This entire program yields nu- 
merous benefits. Most important, 
it gives hundreds of physicians an 
excellent opportunity to see and 
hear the great medical personali- 
ties from all over the United States 


and even some from overseas. 

Because the use of closed-circuit 
television has made it possible to 
increase the size of the audience 
and invite physicians from points 
as far distant as 100 miles, these 
lecture programs have brought to- 
gether scores of physicians who 
otherwise might never meet one 
another. This has made possible 
a much greater sharing of infor- 
mation, knowledge and experience 
than would normally occur. 

From the hospital’s standpoint, 
these programs have been one of 
our most successful public re- 
lations ventures. An important 
special function has been that 
of increasing outside physicians’ 
awareness of the hospital’s facili- 
ties. They have also served to 
underline the importance of the 
hospital in the field of continuing 
education for physicians. bd 
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RECORD RETENTION: 


Bene 





by WILLIAM 


AHA STATEMENT ON MEDICAL RECORDS RETENTION 


Following is the statement on preservation of 
medical records of hospital inpatients adopted by 
the Board of Trustees of the American Hospital 
Association at its meetings in Chicago, May 19- 
20, 1960: 


PRESERVATION OF MEDICAL RECORDS 
OF HOSPITAL INPATIENTS 
Approved by Board of Trustees, May 19-20, 1960 


WHEREAS Medical records are the property of the 


hospital; and 


WHEREAS Hospitals retain such records for varying 


periods of time because of clinical, scien- 
tific and legal considerations; and 


WHEREAS In most jurisdictions the hospital is not 


required by law to preserve its records 
for any given length of time; and 


WHEREAS In most states the Statute of Limitations 
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WHEREAS 


WHEREAS 


WHEREAS 


WHEREAS 


is less than twenty-five (25) years for 
torts and for contracts; and 

In most states the Statute of Limitations 
requires that the right of suit for per- 
sonal injuries sustained during the 
period of minority be exercised within 
a few years after becoming of age; and 
It is deemed unnecessary to preserve 
medical records in the hospital for any 
given time as proof of birth or age, veri- 
fication of residence, proof of citizenship, 
or verification of family relationship, in 
view of the existence of official records 
for these purposes; and 

Hospitals, in general, are seldom called 
upon to produce medical records older 
than twenty-five (25) years, either for 
clinical, scientific or legal purposes; and 
Generally, it is deemed unnecessary to 
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There has to be a system 


W. TURNER 


RESOLVED 


RESOLVED 


retain the original record in cases older 
than twenty-five (25) years and it is 
ordinarily sufficient to retain basic in- 
formation (such as dates of admission 
and discharge, name of responsible 
physician, and record of diagnoses and 
operations) in an index or register on 
summary cards in cases older than 
twenty-five (25) years; therefore be it 
That the medical records of hospital 
inpatients usually should be retained for 
clinical and scientific purposes, either in 
the original or reproduced form, for a 
period of twenty-five (25) years after 
discharge or death. After this period 
such records may be eligible for de- 
struction except as may be specifically 
prohibited by statute ordinance, regula- 
tion or law, and be it further 

That, in institutions in which use of 
medical records for scientific purposes 
is limited and the rate of readmissions 
low, and where the needs of the medical 
staff and the interests of the patients 
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would be adequately met and protected 
by the retention of medical records 
(either in the original or reproduced 
form) for a period of substantially less 
than twenty-five (25) years, then a ten 
(10) year retention period is considered 
a desirable minimum, after which the 
records may be destroyed except as may 
be specifically prohibited by statute, or- 
dinance, regulation or law, or as may 
be required for legal purposes, provided 
that: 

1. Records of minors should be retained 
until after the expiration of the 
period of election following achieve- 
ment of majority as prescribed by 
statute in the individual states. 
The hospital retains in an index or 
register or on summary cards certain 
basic information (such as dates of 
admission and discharge, name of 
responsible physician, and record of 
diagnoses and operations) for all rec- 
ords so destroyed. . 
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proved popular with the medical 
staff as an aid to their clerical 
personnel in controlling office rec- 
ord problems. 

With the adoption of a workable 
retention schedule, the best means 
of maintaining necessary inactive 
records was considered. These rec- 
ords are usually stored in file cases, 
until, eventually, the files begin 
to occupy space needed for per- 
sonnel. Consequently, records are 
wrapped and stored in basements, 
attics, garages or outbuildings. 
Under this system, in time no one 
knows what is in storage or where 
a particular record might be filed. 
Orderliness can be developed, how- 
ever. Making adequately protected 
space available is of prime im- 
portance. Answers to these ques- 
tions helped to guide the commit- 
tee: Could a centralized record 
center be established inside the 
hospital building? Were convenient 
facilities available at a reasonable 
rental? Should records be micro- 
filmed or should they be stored in 
their original form? What volume 
of records needed to be accommo- 
dated? What was the cost of each 
alternative? 

If records are worth keeping at 
all, then they are worth adequate 
protection from damage or loss. 
In addition, records are not useful 
unless they are easily located. 
Many studies have been made and 
published on the advantages and 
disadvantages of each of the sys- 
tems of storage or preservation. 


SOLVING SPACE PROBLEM 


Our hospital lacked adequate 
storage space within the building 
to house records in their original 
form. We investigated three pos- 
sible solutions: 

1. Microfilm: Our state code per- 
mits the microfilming of all records, 
including the patient’s chart. No 
limitations are placed upon when 
the record may be microfilmed. 
However, there are practical con- 
siderations. As our attorney ad- 
vised: “A microfilmed record is not 
as convenient in a court case. For 
example, it does not disclose dif- 
ferences in the colors of the writ- 
ing, or the like”. A recommenda- 
tion was made that no record be 
destroyed if the possibility of a 
court case existed. A survey of our 
staff further indicated that physi- 
cians objected to having earlier 
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charts on microfilm, again, because 
of the inconvenience for reference. 
Microfilming, however, should not 
be discounted entirely. It has a 
definite value and use. Records 
which might deteriorate exces- 
sively should be filmed to preserve 
the information for reference pur- 
poses. However, our study also dis- 
closed that microfilming, while less 
expensive than conventional file 
cabinet storage, was no longer the 
cheapest or best method currently 
available for routine record-keep- 
ing. Published studies indicate a 
cost from $4 to $45 per file drawer 
for microfilming. Our study of 
microfilming for a typical year in- 
dicated an over-all cost of $5500 
for our volume. During this period 
two techniques were tried: 

a. Commercial microfilming 

b. Microfilming by hospital per- 

sonnel 

The filming of medical records 
cost us $2,955.76; filming of phar- 
macy records cost $289.97; x-ray 
films, $2,043.39; and ECG records, 
$250.10. These costs are useful only 
in a comparison with costs of other 
types of storage for an identical 
volume of records. In our micro- 
filming program, the results ob- 
tained by commercial service were 
far superior to results obtained by 
hospital personnel. 

2. Leased Storage Space: Con- 
sideration was given to leasing 
space in a warehouse, installing 
low cost shelving and storing rec- 
ords much as we would in our own 
hospital building. However, this 
arrangement would result in a 
relatively high salary cost for 
transporting and filing records, and 
for travel time. 

3. Business Records Center: Re- 
cent developments in the field of 
record storage by commercial stor- 
age warehousing companies offer 
a good potential for hospitals. We 
learned that a local moving com- 
pany had been operating a suc- 
cessful business records center for 
some time. Using low cost equip- 
ment, this records center provides 
maximum economy in storage space 
at a minimum cost. Investigation 
showed that records in storage are 
carefully protected under compe- 
tent supervision. After investiga- 
ting the statute under our state 
code requiring “maintenance” of 
certain records, the committee de- 
termined that the hospital would 


still be complying with the code 
if its records were stored in this 
manner. An analysis of anticipated 
costs at the business records center 
showed that approximately 150 of 
the center’s storage boxes would 
be required to store a one-year 
accumulation of medical records. 
Storage costs were quoted on a 
sliding scale: 
10 cents each per month for the 
first 50 boxes 
9 cents each per month for the 
second 50 boxes 
8 cents each for the second 
100 boxes 
7 cents each for succeeding 
boxes. 
Storage costs for medical records 
in our volume for one year would 
be $13.50 per month, or $161 per 
year. This compares quite favor- 
ably to the one-time cost of ap- 
proximately $3000 for microfilm- 
ing the same supply of medical 
records. However, the storage 
charge does not include extra 
charges for locating or delivering 
a record upon request. There is a 
charge of 35 cents for each five 
minutes spent in locating a record 
and a 50-cent charge for special 
delivery. X-ray film is specially 
handled at a cost of 15 cents per 
lineal foot of shelf space per month. 
Obviously, records should not be 
sent to storage if the records are 
referred to regularly. 


ONE SOLUTION 


After thorough examination a 
contract was made with this busi- 
ness records center. The record 
center assisted the hospital in de- 
termining the number of cartons 
necessary to house its records and 
furnished the cartons; helped draw 
up proper transmittal and index 
lists; established an orderly means 
of obtaining needed records from 
storage upon proper identification; 
and arranged a system for destroy- 
ing records when properly author- 
ized. We have used this service for 
a year with excellent results. 

Records management concerns 
all of us. Every organization can 
make the worthwhile effort to save 
the dollars wasted in maintaining 
unused records, To solve a storage 
space problem: establish a record 
retention schedule; study the 
most economical use of storage; 
know when paperwork can be 
eliminated. . 
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THESE six cheerful faces are welcome sights to patients at Baptist Memorial Hospital in Memphis, 
Tenn. The girls, who are hostesses employed by the hospital, have gained many friends for the 


hospital through contacts with patients and the public. 


HOSPITAL 


HOSTESSES 


They 


radiate good will 
and helpful 


service 


by FRANK S. GRONER 
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HEN A hostess at Baptist Me- 
morial Hospital in Memphis, 
Tenn., goes home for the day, her 
daily report might read something 
like this: 
Davis—Wrote 
letter to his 
boss. 
Harrison—Got 
robe from gift 
shop. 
Young—Checked on hotel reserva- 
tions for wife. 
Adams—Long visit. Surgery to- 
morrow. 
Mitchell—Magazines and coffee. 
Moore—Checked on insurance. 
Bentley—Called cleaners. 
Austin—Polio patient. Asked car- 
penters to make a reading 
stand for her. 
Scott—Called pastor at patient’s 
request. 
McLain—Checking out. Helped 
clear up question about 
bill. 
Ramsey—Cigarettes, spray net. 
Weiss—Deaf. Used the little sign 


Frank S. Groner is administrator of 
Baptist Memorial Hospital, Memphis, 
Tenn., and president-elect of the Ameri- 
can Hospital Association. 


Better patient care and community 
good will have resulted from one 
hospital’s seven-year experience with a 
hostess program, the author states. 
He describes some of the tangible and 
intangible ways in which hostesses 
benefit patients and their relatives, 
hospital employees, nurses and the 
medical staff. 








language I know. Delight- 
ful visit. 
Hill—Sleeping. Left Card. 

There is a space at the bottom 
of each daily report for patient 
comments. Leafing through them, 
one might see: “I felt as if I had 
contact with all departments of 
the hospital through the hostess 
and that she would relay any needs 
or desires I might have to the 
proper persons.” “The hostess made 
me feel at home among friends.” 
“T know the hostess program must 
add to the cost of my hospital stay, 
but that is one service I wouldn’t 
want to do without!” 

Nor would we at Baptist Memo- 
rial Hospital. 

Hospital administrators are in 
general agreement that the public 
does not sufficiently understand 
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hospitals and that this lack of 
understanding is one of our great- 
est difficulties. All of us try various 
methods to get the “hospital story” 
across to the public. In an attempt 
to explore another vehicle which 
might be used in public education 
or patient education, we instituted 
a hostess program in 1953. As far 
as we know, it was the first of its 
kind. Now, we are delighted that 
some eight or 10 hospitals in the 
South have started programs pat- 
terned on ours. 


FIVE PROGRAM AIMS 


Our primary aim was to have 
every patient leave the hospital 
“singing its praises.” Another ob- 
jective was to explain the workings 
of hospitals and the philosophy of 
the voluntary hospital system to 
patients and members of their 
families, Included in this was the 
matter of hospital costs and the 
Blue Cross concept. Other obvious 
aims were to relieve physicians 
and nurses of nonprofessional du- 
‘ ties, to further provide for the 
patient’s mental and social well 
being, and to humanize even more 
the hospital’s service. 

We began with a pilot study in- 
volving one hostess. The experi- 
ment proved so successful in link- 
ing hospital and community that 
within six months we employed 
three more hostesses on a full-time 
basis. As the hospital expanded, 
this staff was increased to six. Now 
we have a complement of eight 
hostesses—one for every hundred 
patients—and a chief hostess. 

The young women who become 
hostesses at Baptist Memorial are 
all college graduates, usually with 
majors in sociology or psychology. 
They range from 21 to 29 years 
of age, are single, and have some 
public-speaking ability. The girls 
need this ability because they are 
often asked to accept speaking en- 
gagements on some aspect of hos- 
pital service. The girls are attrac- 
tive, intelligent and have pleasant 
personalities. 

College presidents in this section 
of the country are familiar with 
the program and each year recom- 


mend their outstanding students 
to us. This is our chief source for 
some 100 applicants per vear. Ap- 
plicants are screened by the assist- 
ant administrator, but final selec- 
tion rests with the administrator. 


TRAINING: A VARIED PROGRAM 


Upon employment, each girl is 
given a two-week orientation. Dur- 
ing this period, she meets super- 
visors and department heads and 
becomes familiar with the layout 
of the hospital, She attends con- 
ferences on the voluntary hospital 
system, Blue Cross prepayment 
and insurance, and hospital costs. 
These conferences are under the 
direction of the controller, assist- 
ant administrator and administra- 
tor. 

Education and training do not 
end with orientation. Every Mon- 
day morning the chief hostess 
holds a one and one-half to two- 
hour session with the hostesses. 
This is our “clearing house” for 


A SYMPATHETIC audience does much to calm an incoming patient's 
fears and uncertainties. The hostesses are trained to explain prepay- 
ment and insurance coverage and the hospital's policies and procedures. 
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problems. The hostesses also meet 
at intervals with members of the 
administrative staff and with de- 
partment heads. During these con- 
ferences, the manner in which each 
department is concerned with the 
patient’s welfare is discussed and 
hospital policies are explained. 
Knowledge gained by the hostesses 
at these meetings proves most help- 
ful in dealing with questions pa- 
tients may later raise. In addition, 
the young women become familiar 
with the scope of the hospital pro- 
gram and understand the inter- 
relationship of departments. 

The hostesses are responsible to 
the administration and therefore 
work closely with all departments. 
However, the chief hostess directs 
the orientation of the new host- 
esses, introducing them to persons 
with whom they will be associated 
and helping them to get started in 
their new jobs. She interprets ad- 
ministrative policy and works out 
schedules, assignments, days off, 
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EVEN the littlest patients receive help with their problems. Although the work is 
both physically and emotionally taxing, the hostesses have found their experience 
is richly rewarding. 


and the like. The chief hostess is 
ready at all times to aid a hostess 
who may need her help. 


A MISCELLANY OF DUTIES 


The hospital is divided into sec- 
tions, with each hostess assigned 
a section of floors. This section is 
her responsibility. Her task is to 
see that “her patients” receive the 
best service possible. Each patient 
is visited at least once during his 
stay, preferably soon after admis- 
sion. Patients who stay longer than 
the usual few days are, of course, 
visited oftener. The routine for the 
hostess is to make a complete 
round of her section and then start 
over again. She is instructed to 
visit patients as often as time and 
good judgment allow. 

On her first visit, the hostess 
leaves a card with her name and 
telephone extension number. We 
find that three out of four tele- 
phone calls a hostess receives come 
from patients asking her to return. 
As one patient put it, “I hated to 
bother the nurses with my requests 
for a lot of little things. The host- 
ess always seemed happy to do 
them, and I appreciated this extra 
service.” 

As indicated earlier, the hostess 


HOSTESSES confer frequently with the nursing staff. Both the medical and nursing staffs are highly enthusiastic about the program. 
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FOR this boy, who speaks only Spanish, hospitalization could have been 
a frightening and solitary experience. But one of the hospital's versatile 


ish to ble her to relay his needs and ease 





hostesses knew gh Sp 


his loneliness. 


THIS hostess helps a young mother solve the intriquing problem of how 
to slide a bootee over five wriggling toes. A hostess visits every patient 
at least once during his hospitalization period. 


does a miscellany of things for pa- 
tients. She obviously spends much 
time in visiting. Often the visit 
consists of nothing more than a 
friendly chat that perks up the pa- 
tient and lets him know someone 
else is within telephone calling 
range for his needs. She does a 
limited amount of letter writing, 
provides writing materials, and ar- 
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ranges for the services of a public 
stenographer. She places telephone 
calls, sends telegrams, and shops 
for patients. Such tasks as making 
appointments with barbers and 
beauticians, ordering TV sets, ra- 
dios, and telephones, and reading 
to patients are daily occurrences. 
Since half of the patients at Baptist 
Memorial are from outside Mem- 


phis, these young women are well 
versed in making travel arrange- 
ments. 

Because they are familiar with 
Blue Cross and commercial in- 
surance, the hostesses are of great 
assistance to patients in explaining 
prepayment and insurance cover- 
age as well as hospital bills. They 
are not permitted to collect any 
money. We believe this would re- 
duce their effectiveness. But they 
do explain charges and, in addi- 
tion, notify the credit manager 
when they suspect a bad risk. 

In addition to these direct serv- 
ices for patients, the hostesses con- 
duct tours of the hospital for 
visitors, make hotel reservations 
for patients’ relatives and friends 
and, as mentioned, accept speaking 
engagements. 


CATALYSTS OF GOOD WILL 


Needless to say, these young 
ladies receive many constructive 
suggestions from patients and, on 
the other side of the coin, we turn 
over virtually every complaint to 
them for handling. Why? Because 
they are accepted by the hospital 
employees and have excellent liai- 
son with all departments. For ex- 
ample, recently we polled our 
medical staff for any suggestion 
which would improve service. The 
largest number of suggestions rec- 
ommended enlarging the hostess 
staff in the interest of patient re- 
lations and good patient care. The 
nursing staff agrees. Whenever a 
vacancy occurs and a nursing unit 
is left without hostess service for 
more than a few days, the nursing 
office invariably receives a request 
to send someone until the vacancy 
can be filled. 

With one single exception, in- 
cidentally, our turnover has re- 
sulted from the institution of mar- 
riage. Only one hostess has left for 
another reason. 

Among the multiplicity of serv- 
ices the hostesses provide, the girls 
themselves feel that their greatest 
contribution is in emergencies and 
deaths—calling a minister, helping 
families, and contacting various 
persons who should be notified. 

The hostess program is closely 
correlated with the hospital’s pub- 
lic relations department and reli- 
gious program. Weekly conferences 
are held with the hospital chaplain. 
Here the hostesses discuss ways 
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they can best aid the chaplain in 
his duties and ways he can assist 
them in ministering to the emo- 
tional and spiritual needs of pa- 
tients. Hostesses, for example, are 
encouraged to watch for patients 
needing help that can be given by 
the chaplain or members of the 
local clergy. Such an assessment 
of personality problems is not easy 
and indicates the depth of aware- 
ness and understanding required of 
these young women. 


SOME HOSTESS REFLECTIONS 


How they feel about their work 
is best summed up by the hostesses 
themselves. Margaret Payne of 
Senatobia, Miss., explains it this 
way: “I believe that my work as a 
hospital hostess offers me chal- 
lenges and responsibilities that I 
could not find in any other job. 
We witness life in all its stages. 
We share with patients some of 
the most significant moments in 
their lives. I believe frequently we 
are helpful to them and this gives 
us a great deal of satisfaction.” 

Martha Edge of Montgomery, 
Ala., says: “Miles of smiles might 
begin to explain the hostess pro- 
gram as I see it, but it would not 
touch the depth of the program 
and what it means, both to the 
hostesses and to the patients. We 
walk many miles and work is tax- 
ing, both physically and emotion- 
ally, but it is never boring. The 
very nature of our work makes us 
more perceptive to the needs of 
others, more attuned to their feel- 
ings, more concerned about how we 
can help. 

“T think, too, that we help people 
to understand the hospital and its 
problems better than they might 
otherwise. If they have questions 
or complaints, we try to answer 
them, to correct misunderstandings 
and help to shape their opinions 
about the hospital—opinions they 
will probably voice many times 
after they leave the hospital.” 

It is now approximately seven 
years since our hostess program 
began. Many of the program’s 
benefits are intangible and difficult 
to measure. How do you measure 
friendliness or appreciation? But 
there are many concrete expres- 
sions. They convince us that the 
program contributes in a very sig- 
nificant way to better patient care 
and to community good will. bad 
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A HOSTESS PROGRAM 
IN A SMALLER HOSPITAL 


by TERRY HIERS JR. 


hag THE smaller hospital, the hostess can play an especially 
valuable public relations role. Although the relationship 
between patient and hospital is usually closer in a small hospi- 
tal than it is in a large one, there are many instances in which 
the small hospital’s hostess program is of immense value. A 
friendly, sympathetic hostess does much to prevent patient 
misunderstanding and ill will—before they have a chance to 
start. 

Americus and Sumter County Hospital, a 131-bed hospital 
in Americus, Ga., added a hostess to its staff in November, 1959. 
Since that time, the hostess has eased irritations and frictions 
not only for patients, but also for the medical staff and hospital 
personnel. 

The functions of our attractive young hostess were defined 
by the administration as follows: to escort patients from the 
admi‘ting office to their rooms; to visit patients in order to 
answer questions, receive complaints, relay information to vari- 
ous departments and, in general, to give a personal rather than 
professional atmosphere to the hospitalization; to arrange for 
rental of television sets; to handle public relations with the 
daily newspaper and radio station, and to perform special duties 
and projects as assigned by the administrator. 

This job description shows that we expect our patient hostess 
to perform a variety of duties. In a very large hospital, escort- 
ing of patients to rooms is a full-time job. In a smaller hospi- 
tal, it is not. Since our payroll expense is watched very care- 
fully, we needed to justify adding this hostess by assigning 
her other duties. 

Before assuming any responsibilities in connection with the 
patients or public, our patient hostess was sent to each depart- 
ment in the hospital. During this six-week training period, she 
obtained a general knowledge of each department’s operation, 
responsibilities, problems and relationships with other depart- 
ments. This training program was perhaps somewhat longer 
than that of the average new employee. But it prepared her to 
answer the questions that patients and visitors inevitably ask 
about every facet of hospital activity. 

Our hostess has been very well received by the medical staff 
and hospital personnel. She acts as a liaison between depart- 
ments and also provides a link between the hospital and its 
physicians and patients. Consequently, she performs many small 
duties which smooth over ruffled feelings within the hospital 
“family”. She can also explain many “unknowns” to patients— 
“unknowns” which departmental personnel often overlooked in 
the rush of their daily duties. 

In our organizational chart, the hostess was made responsible 
to the administrator. This has been very beneficial. As is true in 
many small hospitals, we cannot afford administrative assistants. 
In our case, special projects have been delegated to the hostess. 

One special continuing project being planned is a hospital 
and medical staff newsletter. In performing: her duties, the 
hostess will undoubtedly receive information and news about 
many departments and individuals. This can be incorporated 
into a small, relatively inexpensive, mimeographed house organ. 
Again, this is something not undertaken by many small hospi- 
tals simply because they have no one to do the job. * 


Terry Hiers Jr. is administrator, Americus and Sumter County Hospital, 
Americus, Ga. - 








Although only a small percentage of 
patients carry individual hospitaliza- 
tion insurance policies, checking these 
policies can consume more time and 
money than processing the greater 
number of patients with group policies, 
the author declares. He explains how 
one hospital, through a program to 
gain the cooperation of all insurance 
carriers, improved patient understand- 
ing and good will, mitigated losses on 
unpaid accounts and decreased investi- 
gation time on individual policies. 





betes EVERY new patient who 
has an individual hospitaliza- 
tion insurance policy, a routine 
check is necessary. Running these 
checks on a variety of different 
individual plans takes time, and, 
therefore, costs the hospital money. 

Hospitals in rural communities 
and in areas populated by small 
businesses have an especially high 
proportion of individual policies. 
In large cities and in manufactur- 
ing centers, group policies—com- 
mercial insurance and Blue Cross— 
tend to dominate. Even in such 
smailer communities as the agri- 
cultural section in and around St. 
Joseph, Mo., Blue Cross and large 
commercial group policies far out- 
number the individual hospitaliza- 
tion policies. 


GREATER PROBLEMS OF THE FEW 


Normally, 70 per cent of the 
patients admitted to Missouri 
Methodist Hospital, St. Joseph, Mo., 
have insurance. Approximately 20 
per cent of all patients are covered 
by individual policies which vary 
from. company to company and in- 
dividual to individual; these repre- 
sent a wide variety of waiting 
periods, room allowances and mis- 
cellaneous benefits. Despite the 
difference in volume, the amount 
of time required to handle the 20 
per cent of individual policies ex- 
ceeds many times that necessary 
for handling all of those patients 
with Blue Cross or commercial 
group policies. 

Of the three parties involved 
when a patient enters the hospital 
and presents his individual insur- 


Warren S. Hinton is assistant adminis- 
trator’ of Missouri Methodist Hospital, St. 
Joseph, Mo. 
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ance policy to cover or to be ap- 
plied on his account, only the first 
two parties—the patient and the 
hospital—are present. The patient 
expects the hospital to accept his 
policy without question simply be- 
cause he has paid the premiums 
in good faith. The fact that the 


policy was written to cover some 
things and not others or that there 
are certain limitations often strikes 
the patient as a personal insult. 
Simply because the hospital is 
there and because the patient needs 
help, the hospital must inform. In 
turn, the hospital is blamed for 
whatever the third party—the in- 
surance company—has failed to 
explain or to provide. In such un- 
fortunate encounters, the hospital 
suffers as whipping boy, with the 
result that public relations and 
cultivated good will are scattered 
to the four winds. 

Ideally, from the hospital’s 
standpoint, all hospitalization in- 
surance would cover all of every 
patient’s account, Realistically, the 
cost of such insurance is prohib- 
itive for some people. Gaining the 


patient’s understanding of this fact 
should be one objective when the 
hospital establishes a workable sys- 
tem to ease its problems in the 
area of individual insurance poli- 
cies. As a supplement to this essen- 
tial, the hospital must have the 
ability to put this point across un- 


offensively but positively. After 
all, it is the hospital which assumes 
the risk when a patient presents 
an individual hospitalization policy. 
However, if the hospital is able 
to obtain a claim approval before 
the patient checks out, the risk 
imposed is, in part, eliminated. 
Therefore, another objective for a 
satisfactory insurance program is 
speed in handling individual policy 
accounts. The final objective is to 
gain complete cooperation from as 
many insurance companies as there 
are patients presenting individual 
policies. 

Four years ago, the time of the 
office clerks at our hospital was 
being consumed by investigation— 
sometimes repetitious investi- 
gations. In some cases, we found 
that patients had bought policies 
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from irresponsible concerns which 
did not pay at all or else paid so 
little that hard feelings were caused 
for both hospital and patient. 

At that time, we decided to de- 
vise some system which would 
smooth out the growing aggrava- 
tion of these ever-present problems 


reply to the telephone call or the 
wire at their expense, giving out- 
right approval, questionable ap- 
proval, or definite rejection; (3) 
would furnish the hospital with 
information on the benefits avail- 
able under the individual policy, 
and (4) would agree to accept an 


MISSOURI METHODIST HOSPITAL 


ST. JOSEPH, MISSOURI 


HOSPITAL 


THAT YOU MAY KNOW: 


INSURANCE 


A hospita! insurance policy is a contract between the company issuing the policy and the individual 
who is insured. When a policy is presented and assigned to the hospital it is an indication that its benefits, 
if any, are to be paid to the hospital and credited to the individual's account. Most hospitalization policies 
cover only a part of the total cost of hospital care. It is understood that the patient, at the time of dismissal, 


will be prepared to pay any difference that may exist. 


If the insurance company does not accept the assignment, or fails to approve the policy for any reason 
the patient becomes wholly responsible and is required to pay his account in full upon dismissal. 


It is further understood and agreed that if for any reason the insurance does not pay the amount esti- 
mated by the hospital, or if the claim is turned down by the insurance company, the undersigned will pay the 


total amount due the hospital for services rendered. 


Name of Ins. Co... 


Policy No. 


with individual policies. 

In an effort to solve these prob- 
lems, our hospital began a three- 
year crusade aimed (1) at curbing 
ill will; (2) at mitigating the loss 
on unpaid accounts, and (3) at 
decreasing the unnecessary time 
spent investigating each individual 
policy. As our approach to the 
problem, we decided to focus efforts 
on gaining the complete coopera- 
tion of all insurance companies 
with policy holders in our area. 
The first step was to form a list 
of these companies from the in- 
dividual hospitalization policies 
presented by our patients. 

After the list was made, all com- 
panies were contacted. Each was 
asked for a written statement that 
the company would (1) accept a 
telephone call or wire; (2) would 
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assignment of benefits. The hos- 
pital, on the other hand, agreed to 
furnish the insurance companies 
with the patient’s name, policy 
number, date of admission and 
admitting diagnosis. 

With very few exceptions, this 
procedure has been readily agreed 
upon by the insurance companies. 
Being on the hospital’s approved 
list of companies has definite ad- 
vantages, because many insurance 
prospects now check with the hos- 
pital before buying insurance. 


TWO POSITIVE STEPS 


This, the hospital believes, is 
part of the result of the concen- 
trated effort to help patients un- 
derstand the meaning of hospi- 
talization insurance—one goal 
of the proposed program. This 


concentrated effort has taken two 
directions: first, an explanatory 
form to be read and signed by the 
patient has been prepared and is 
presented to the patient on admis- 
sion; second, the same _ hospital 
representative, who is thoroughly 
familiar with third party payment, 
now handles all individual hospi- 
talization cases which may cause 
questions. The hospital insurance 
form, which explains that the in- 
surance company might reject a 
claim or might not pay all that 
the hospital estimates the company 
will allow, is signed by the patient 
in duplicate. The patient is given 
one copy to prevent any misunder- 
standing. The text of this form is 
given in the accompanying figure. 

The blank line on the hospital 
insurance form provides for the 
name of the insurance company 
and the policy number. With this 
information and with the approved 
list easily available in the admit- 
ting office, any clerk can accept or 
reject insurance policies on all 
patients with individual hospital- 
ization quickly and efficiently. 

The third objective—curbing the 
amount of time spent investigating 
individual policies—has come as 
the by-product of our other positive 
steps. Insurance policy clearances 
now move rapidly; patients are in- 
formed of how much of the bill 
their insurance will cover early in 
the hospitalization period, This 
gives the patient time to prepare 
for taking care of his part of the 
account prior to dismissal. 

This plan has now been in effect 
for approximately four years. Al- 
though subject to human frailties, 
a day seldom goes by when the 
plan does not prove its worth. Our 
hospital approached the third party 
as a responsible business partner. 
The insurance companies have re- 
sponded to this approach by as- 
suming a cooperative position in 
the individual hospitalization pic- 
ture. Our plan cost virtually noth- 
ing to initiate, but already it has 
saved, the hospital many hundreds 
of dollars in time alone. Criticism 
avoided because of this system 
means not only more patients per 
patient day but also more paid 
patients per patient day! te 
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RESCUE squad raises a ladder 
to the fourth floor of the build- 
ing to begin patient evacuation 
and resuscitation procedures. 


FIRE-FIGHTING 


INSTRUCTION 


FOR THE ASKING 


by ELTON T. RIDLEY 


J,\rE Prevention Week each year 
K in October provides a natural 
opportunity for hospitals to stage 
special events dramatizing for per- 
sonnel the need for preparedness 
and know-how in fire-fighting and 
evacuation techniques. A hospital 
contemplating such a program gen- 
erally will find that the local fire 
department, through its fire pre- 
vention bureau, is eager to cooper- 
ate by lending personnel and equip- 
ment and by helping to plan the 
program itself. Thus, just for the 
asking, the hospital is given the 
benefit of expert instruction in fire 
fighting techniques and at the same 
time has the opportunity of estab- 
lishing a closer relationship with 
the local fire department. 


DEMONSTRATION STAGED 
During Fire Prevention Week last 
year, a very successful fire fighting 


Elton T. Ridley is assistant administra- 
tor, Indiana University Medical Center, 
Indianapolis, Ind. 
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and evacuation demonstration was 
staged at the Indiana University 
Medical Center in cooperation with 
the Indianapolis Fire Prevention 
Bureau. Approximately 1000 staff 
members attended the program. 
The original planning for this pro- 
gram began in June 1959, with the 
assignment of responsibility for 
necessary supplies and equipment. 
The hospital supplied the follow- 
ing items requested by the Fire 
Prevention Bureau: 

1. Carbon dioxide extinguishers 

2. Soda acid extinguishers 

3. Hospital bed and mattress on 
casters 

4. Public address system 


HERE a fireman dem- 
onstrates the proper 
method of jumping 
into a net from an 
upper story. 


THE SODA ACID ex- 
tinguisher is an effec- 
tive means of fighting 
@ paper or wood fire. 


5. Gasoline, oil and trash for 
building fires 

6. Two metal containers in which 
to build fires 

In addition, two student nurses 
and three members of the nursing 
staff participated in the  pro- 
gram. 

Four demonstrations were held 
on two successive days during Fire 
Prevention Week. The Chief of the 
Fire Prevention Bureau arranged 
to have a hook and ladder truck, a 
rescue squad and additional mem- 
bers of the staff on the campus 
to demonstrate fire-fighting and 
patient evacuation techniques for 
the medical center staff. 2 
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The following actions were taken 
by the Board of Trustees of the 
American Hospital Association at 
its meetings in Chicago on May 19- 
20, 1960. Further actions of the 
Board will be reported in subse- 
quent issues of this Journal. 


VOTED: To approve the statement 
Guiding Policy for Hospitals in Priec- 
ing Their Services to the Public; fur- 
ther, 

To develop a joint promotional ef- 
fort with allied hospital associations 
for adoption of this statement by 
member hospitals. 


GUIDING POLICY FOR HOSPITALS IN 
PRICING THEIR SERVICES 
TO THE PUBLIC 
Approved by Board of Trustees 
May 19-20, 1960 

The primary objective of the 
hospital, as a community service 
agency, is to furnish high quality 
care to the sick and injured on an 
economical basis. To fulfill this 
duty, a hospital must take an active 
role in the promotion of communi- 
ty health through cooperation with 
health and welfare agencies, fur- 
ther education of all those partici- 
pating in its work, and advance 
scientific knowledge. The hospi- 
tal’s financial policy should be re- 
lated to this objective. 

The financial responsibilities of 
the hospital’s governing board are: 

1. To provide, safeguard, pre- 
serve, and improve equipment and 
facilities consistent with communi- 
ty needs for patients entrusted to 
the hospital, without duplicating 
unnecessarily facilities in other in- 
stitutions which will result in in- 
creased cost in relation to care 
given; 

2. To preserve and expend en- 
dowments and grants entrusted to 
the hospital in the manner desig- 
nated; 

3. To establish and maintain 
sound personnel policies which 
will assure equitable payment to 
hospital employees; 

4. To develop a financial policy 
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for the hospital that will assure 
efficient expenditure of funds for 
needed community services and 
sufficient income to meet the ex- 
penditure for these services; 

5. To take an active role, in con- 
junction with the governing boards 
of other hospitals, in the support 
and encouragement of adequate 
community financing of hospital 
services through Blue Cross and 
other voluntary health plans, gov- 
ernment and philanthropy; 

6. To establish an equitable and 
understandable rate structure. 

I. For the hospital’s rates to be 
equitable and understandable, they 
should be set at a level which, in 
conjunction with other sources of 
revenue, will generate the income 
to maintain and improve the hos- 
pital’s operation and facilities, and 
should, further, provide a reason- 
able reserve for contingencies. 

II. Every effort should be made 
by the hospital to obtain from gov- 
ernment and philanthropic agen- 
cies, and from individuals and 
businesses in the community the 
revenue to provide for necessary 
expansion purposes, for education- 
al programs, for organized charity 
clinic services, and for charity pa- 
tients. If a hospital is unable to 
obtain sufficient funds from the 
community for any of these ex- 
penditures, it has no alternative 
but to include these expenditures 
in the hospital’s rate structure. 

III. Established rates for indi- 
vidual services and accommoda- 
tions should be based upon and be 
reasonably related to the full cost 
which is incurred in providing 
these services and accommodations 
as computed in accordance with 
recognized cost finding procedures. 
However, it is recognized that a 
hospital may establish premium 
rates for deluxe accommodations. 

IV. Hospitals in the same com- 
munity should follow uniform prin- 
ciples in establishing rates which 


should be as inclusive as is practi- 
cable yet insure equity and under- 
standing. 

V. A general service charge 
should be established for all com- 
monly used services and supplies 
provided in relatively equal quan- 
tities to patients. 

VI. Uniform rates should be es- 
tablished for special or ancillary 
services and supplies that are pro- 
vided in relatively equal amounts 
to all patients, provided such serv- 
ices and supplies have a sufficient 
monetary and control value to jus- 
tify making a separate charge. To 
simplify the rate structure, how- 
ever, the hospital may choose to 
combine units into a flat rate. 

VII. For full public understand- 
ing of the hospital’s rate structure, 
the hospital should furnish an ac- 
counting that is readily under- 
standable to each patient regard- 
less of the source of reimbursement 
to the hospital. All special allow- 
ances should appear on the bill. 

VIII. Each hospital should make 
available to its patients an explan- 
ation of what is included in its own 
daily hospital service charge and 
other charges. 


FEDERAL LOANS FOR STUDENTS 
ENGAGED IN HOSPITAL TRAINING 
PROGRAMS 


Inquiries have been received 
about the availability of student 
loans under the National Defense 
Education Act of 1958 for medical 
interns and residents, and also for 
others engaged in courses of study 
in hospitals. The answer is an al- 
most unqualified negative. 

To be eligible for a loan, a per- 
son must be enrolled as a full-time 
student in an institution of high- 
er education. Such an institution 
must, among other things, either 
grant degrees or provide a two- 
year program acceptable for full 


(Continued on page 102) 
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PREVENTING 
FLAMMABLE 
ANESTHETIC 
ACCIDENTS 





by GEORGE J. THOMAS, M.D. 


2 Panam FROM fires and ex- 
plosions have occurred in op- 
erating and delivery rooms ever 
since fiammable anesthetic agents 
have been used. Although it is 
true that such accidents are rare, 
occurring only once in approxi- 
mately 100,000 to 150,000 anesthe- 
sias, definite hazards are present in 
places where flammable anesthetic 
agents are used. Therefore, definite 
precautions must be taken to avoid 
or, at least, to further minimize 
these catastrophes, since there are 
over 13 million anesthesias admin- 
istered annually in the United 
States. % 

On this basis, experience indi- 
cates that there will be approxi- 
mately 80 to 100 anesthetic fires 
and explosions in our hospitals this 


George J. Thomas, M.D., is professor and 
chairman, Section on Anesthesiology, Uni- 
versity of Pittsburgh School of Medicine; 
director, Department of Anesthesiology, 
St. Francis General and Medical Center 
Hospitals, Pittsburgh; area consultant in 
enesthesiology, Veterans Administration 
Hospital; chairman, American Society of 
Anesthesiologists Committee on Hospital 
Hazards, and chairman of the American 
Medical Association Section on Anes- 
thesiology. 

This paper based on a presentation at the 
University of Pittsburgh School of Medi- 
cine in March 1960. 


56 





Experience indicates that between 
80 and 100 anesthetic fires and ex- 
plosions will occur in U.S. hospitals 
this year, the author states. To reduce 
or prevent these catastrophes, every 
hospital should adopt a sound safety 
program, if it does not already have 
one. The author describes the elements 
of such a program in this article. 





year. The adoption of a sound safe- 
ty program will minimize the pos- 
sibility that one of these tragedies 
could occur in your hospital. 


FIRE AND EXPLOSION FACTORS 


Many persons wonder why more 
fires and explosions do not occur 
with flammable anesthetics. The 
answer is very simple: the three 
essential factors required for the 
development of a fire or an explo- 
sion are not always present. They 
are: 

Combustible gases or vapors. In or- 
dinary anesthesia practice, these 
agents are ethylene, cyclopropane, 
diethyl ether and divinyl ether, or 
a combination of them. The nitrous 
oxide-oxygen-ether sequence 
(G.O.E.) must not be excluded be- 


cause this mixture is flammable 
also. 

Oxygen supply. Oxygen is essen- 
tial to all ordinary combustion. In 
anesthesia, oxygen is supplied pure, 
diluted in air or in chemical com- 
bination with nitrogen in nitrous 
oxide. 

Ignition Source. Flammable mix- 
tures require an ignition source 
for an explosion to occur. Ignition 
sources may be small flames, in- 
candescent surfaces, local combus- 
tion initiated by catalysts, electro- 
static and electric sparks. 

Factors one and two are essen- 
tial to practical anesthesia, but the 
third factor, ignition source, is 
certainly not essential for anes- 
thesia and should be controlled or 
eliminated. 


CONTROL OF IGNITION SOURCES 


Open flames, such as those pro- 
vided by alcohol lamps, Bunsen 
burners, matches and smoking, 
must be prohibited in rooms where 
anesthetics are administered or 
stored. The use of incandescent or 
high frequency cauteries or coagu- 
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SURGICAL PRODUCTS DIVISION 


FIRST to utilize the plastic double-envelope principle for safer, 
more convenient sterile suture packaging and dispensing. 
NOW FIRST to offer resterilization and repackaging of unused 
suture packages ...at no extra cost to your hospital. 





In a recent survey of O.R. nurses, Surgical Products 
Division learned two things. (1) There is a strong 
preference for the SURGILOPE SP® Sterile Suture 
Strip Pack compared to foil and other packaging be- 
cause this suture pack is safer, provides more con- 
venient dispensing, and offers a wide range of sutures 
and needles, permitting standardization. (2) Hospi- 
tals requested a means of totally eliminating the time, 
expense and potential hazards involved in cold rester- 


ilization of unused suture envelopes. 

Now, with the new SP Service Program, Operating 
Room personnel no longer need to resterilize unused 
suture packages. Surgical Products Division assumes 
all responsibility for repackaging and resterilizing 
suture packages .. . saving the hospital many nurse- 
days each month. This program has been thoroughly 
tested in leading hospitals and has already been en- 
thusiastically adopted in many areas. 
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lators within a distance of two 
feet from the mouth of a patient 
receiving flammable anesthetics 
should be prohibited unless a rub- 
ber sheet and wet drapes have 
been properly applied. 

On rare occasions, explosions 
have resulted from friction or im- 
pact of peroxide formed from long 
exposure of ether to sunlight. 
Ether should always be stored in 
original cans or dark glass bottles. 
Unless amber glass jars are sup- 
plied by the manufacturers, ether 
remaining in the anesthesia ma- 
chine at the end of the day’s work 
should be removed and properly 
stored. 

Electrical equipment should be 
inspected frequently to detect 
faulty operation, broken switches 
and plugs, frayed cords and open 
sparks. Unless electrical equipment 
is vapor-tight and explosion-proof, 
it should not be used where con- 
centrations of flammable anesthet- 
ic gases or vapors may be present. 


STATIC ELECTRICITY 


Static electricity is the cause of 
a high precentage of explosions in 
hospitals. Although usually pro- 
duced on nonconductors by han- 
dling or rubbing them, it can be 
transferred and retained tempor- 
arily on insulated conductors. 

Some examples of common elec- 
trification observed in daily life re- 
sult from shuffling the feet across 
a rug on a cold, dry day, running 
a comb through the hair, rubbing 
a glass rod with a silk or synthetic 
fabric and separating woolen gar- 
ments from upholstered furniture. 
By inductive processes, static 
charges often accumulate on in- 
sulated articles that are near other 
electrically charged objects. 

Many materials permit electric- 
ity to pass through them, but some 
are such poor conductors that 
they may be considered insulators. 
Metals and carbon are good con- 
ductors, whereas acid or salt solu- 
tions, plants and animals are rela- 
tively poor conductors. Various 
oils, dry wood, silk, rubber, plastic, 
glass and air are properly re- 
garded as insulators. 

Because of the activity of per- 
sonnel and the presence of many 
nonconductive materials, absolute 
prevention’ of electrostatic charg- 
ing in the average operating room 
is virtually impossible. The only 
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means of preventing the accumu- 
lation of static charges so produced 
is to provide conductive paths by 
which they may flow to a common 
level as fast as they are generated. 
This can be done through the use 
of conductive floors and efficient 
conductive contacts thereto. All 
movable conductive objects and 
personnel in rooms where flam- 
mable anesthetic agents are ad- 
ministered should make proper 
electrical contact with the floor. 


GENERAL CONSIDERATIONS 


Here are important recommen- 
dations to follow to prevent fires 
and explosions in surgical and ob- 
stetrical suites: 

1. Anesthetizing location (ac- 
cording to National Fire Protec- 
tion Association Standard 56*). 
The term “anesthetizing location” 
means any area of a consuming fa- 
cility in which it is intended to 
administer any flammable anes- 
thetic agent in the course of exam- 
ination or treatment and shall in- 
clude operating rooms, delivery 
rooms, emergency suites, anesthe- 
sia rooms, corridors, utility rooms 
and other areas if used for induc- 
tion of anesthesia with flammable 
anesthetic agents. 

In an anesthetizing location, the 
hazardous location is to be con- 
sidered to extend five feet above 
the floor. 

2. “No Smoking” signs should 
be posted in the corridors of oper- 
ating, delivery and emergency 
suites and areas where inhalation 
therapy is in use. 

3. Year-round control of tem- 
perature and humidity is manda- 
tory in all anesthetizing locations. 
The temperature should range 
from 72°F. to 78°F., and the rela- 
tive humidity should be main- 
tained between 50 and 60 per cent. 
It is desirable to have a reliable 
instrument at a strategic point to 
show the temperature and humidi- 
ty. 

4. Adequate ventilation in an- 
esthetizing locations is very help- 
ful in minimizing fires and explo- 
sions with flammable anesthestics. 


*Standards 56, Hospital. and 565, Non- 
flammable Medical Gas Systems, may be 
obtained from the National Fire Protection 
Association, 60 Batterymarch St., Boston 
10. Bulletin 520, Static Electricity in Hos- 
pital Operating Suites, by P. G. Guest, V. 
W. Sikora and B. Lewis, is another valu- 
able publication. It can be obtained from 
the Superintendent of Documents, U‘S. 
Government Printing Office, Washington 


It is recommended that eight to 12 
air changes per hour be estab- 
lished in these areas. 


FLOOR REQUIREMENTS 


A good conductive floor is es- 
sential. Selection of a dependable 
floor should be made only after 
consultation has been held with 
persons who are well informed on 
the subject. 

The surface of the floor shall 
provide a path of moderate elec- 
trical conductivity between all 
persons and equipment making 
contact with the floor to prevent 
the accumulation of dangerous 
electrostatic charges. No point on 
a nonconductive element in the 
surface of the floor shall be more 
than one-quarter inch from a con- 
ductive element of the surface. 

The resistance of the conductive 
floor shall be less than one million 
ohms as measured between two 
electrodes placed three feet apart 
at any points on the floor. 

Resistance of the floor to earth 
ground shall be more than 25,000 
ohms, as measured between a 
ground connection and an elec- 
trode placed at any point on the 
floor, and also as measured be- 
tween two electrodes placed three 
feet apart at any points on the 
floor.** 


ELECTRICAL REQUIREMENTS 


1. All electrical cords and fix- 
tures in anesthetizing locations 
should comply with the National 
Electrical Code for Class I, Divi- 
sion 1 and Group C areas. 

Class I locations are those in 
which flammable gases or vapors 
are or may be present in the air 
in quantities sufficient to produce 
explosive or ignitable mixtures. 

Division 1 locations are those in 
which hazardous concentrations of 
flammable gases or vapors exist 
continuously, intermittently or pe- 
riodically under normal operating 
conditions. 

Group C atmospheres are those 
containing ethyl-ether vapors, 
ethylene or cyclopropane. 

2. Electrical receptacles and 
switches less than five feet above 
the floor shall be of the explosion- 
proof type. Receptacles more than 
five feet above the floor may be 


**This minimum is specified as protec- 
tion against electrical shock in the event 
of equipment failure or the absence of 
isolation transformers. 
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general purpose, lock-in type. 


ELECTRICAL EQUIPMENT 


1. Illuminating instruments and 
cautery equipment operating on 
less than 0.5 ampere and less than 
nine volts are considered electri- 
cally and intrinsically safe to use 
in anesthetizing locations. 

2. All electrical suction and 
pressure equipment used in anes- 
thetizing areas which is not of ex- 
plosion-proof construction must be 
kept at least five feet above the 
floor. 

3. Since most anesthetic mix- 
tures are heavier than air and have 
a tendency to flow toward the 
floor, all foot rheostats and pedal 
switches used with high frequency 
units and other electrical devices 
should be explosion-proof. These 
are available and should replace 
oider nonexplosion-proof types. 

4. Electrical equipment which is 
the personal property of a surgeon 
is not exempt from examination by 
the anesthesiologist and the engi- 
nering department personnel. If 
they judged it to be safe, as to its 
electrical and mechanical spark 
hazard, it may be put into service. 

5. Portable x-ray equipment 
used in anesthetizing locations shall 
be of a design specifically approved 
by the manufacturers for use in 
hazardous locations. 

6. Only officially approved pho- 
tographic lighting equipment shall 
be used in anesthetizing locations. 
The temperature of incandescent 
Jamps of greater power than 150 
watts is considered to be too high 
for safe operation. Because of oc- 
casional bursting of flash bulbs, 
suitable enclosures must be used 
to prevent sparks and hot particles 
from falling into the hazardous 
area; suitable enclosures must also 
be provided for photo-flood lamps. 


NONELECTRICAL EQUIPMENT 


1. Conductive floor contacting 
devices, such as conductive casters, 
leg tips, drag chains, etc., should 
be installed on all movable equip- 
ment in the anesthetizing area. 

2. Anesthesia machine parts 
such as breathing tubes, bags, 
masks and head straps should be of 
good quality conductive rubber. It 
is preferable to replace these parts 
rather than to repair them with 
adhesive tape. 

3. All movable equipment in 


60 


anesthetizing locations must be 
conductive. Although this is an 
all-inclusive requirement, the fol- 
lowing are check points to be ob- 
served: 

The anesthetist’s stool should 
have a conductive seating surface, 
such as stainless steel; ordinary 
painted surfaces are usually insu- 
lating and should not be permitted. 

Adhesive tape is an insulator. If 
it is used on a stool top to prevent 
slippage, not more than 50 per cent 
of the contacting area should be 
covered. Conductive pads may be 
used on unpainted stool tops, if de- 
sired for comfort. Stools should be 
grounded to the floor by means of 
conductive leg tips or by other ap- 
proved bonding devices. 

Paint and enamel are insulators 
and cannot be grounded; therefore, 
all furniture, such as instrument 
tables, etc., used in the anesthe- 
tizing locations should be stainless 
steel, chrome plated or conductive 
aluminum. 

4. Woolen blankets, plastic 
sheeting and synthetic fabrics, 
generally, should be excluded from 
anesthetizing areas. 

5. All personnel and visitors in 
anesthetizing locations must wear 
conductive foot wear and cotton 
uniforms or their equivalent.t 

6. All persons, prior to entering 
an anesthetizing location, should 
be required to measure the electric 
resistance of their footwear. The 
hospital should provide a suitable 
apparatus for this purpose and 
should place it at the entrance to 
the anesthetizing area. 

7. Nonconductive mattresses on 
delivery or surgical tables and car- 
riages must be covered with con- 
ductive rubberized sheeting. 


MAINTENANCE 


1. Conductive casters and other 
grounding devices should be kept 
reasonably free of powder, lint, 
floor wax and other contaminants 
that have a tendency to raise the 
electric resistance of such devices, 
thus defeating their purpose. 

2. A suitable electrical instru- 
ment should be available for ac- 
curate, periodical measurements 
of the resistance of shoes and 
floors and all movable equipment 


+Hosiery and undergarments of synthetic 
fabrics, such as nylon, which make com- 
plete contact with the skin may be per- 
mitted, providing the outer garment is of 
cotton and the footwear is conductive. 


used in anesthetizing locations. 

3. Measurement of floor resist- 
ance, grounding devices and anes- 
thesia breathing circuit parts should 
be made and recorded every month 
by the electrical maintenance per- 
sonnel of the engineering depart- 
ment and presented to the hospital 
administrator or other designated 
authorities for review and counter- 
signature. 

4. An adequate number of five- 
pound, carbon dioxide extinguish- 
ers should be located in strategic 
areas in anesthetizing locations. 
Carbon dioxide will smother an 
anesthetic fire, whereas water will 
spread it. 

5. All locations where hazardous 
gases are used should be served 
electrically by ungrounded circuits 
isolated from the regular building 
electrical supply through trans- 
formers. When the ground contact 
warning signal (red light) shows, 
it indicates a dangerous condition 
in the suite’s electrical system and 
the administration of flammable 
anesthetic agents shall be discon- 
tinued at the earliest possible mo- 
ment. The room in which the sig- 
nal functioned shall not be used 
again until the reported electrical 
defect is remedied. 

6. The means of enforcing safety 
regulations in a hospital must be 
decided by the board and staff of 
that particular institution and 
should be understood by all con- 
cerned. 


HANDLING AND STORAGE 


1. Flammable germicides should 
not be used for preoperative prep- 
aration of the surgical field; tri- 
chlorethylene is just as efficient 
and nonflammable. 

2. Cyclopropane, ethylene and 
the various ethers can be stored 
together in a ventilated room, but 
should be kept separate from oxy- 
gen and nitrous oxide. 

3. Conversely, oxygen and ni- 
trous oxide can be stored together, 
but never with flammable gases or 
liquids. 

4. When handling cylinders or 
regulators, the following rules 
should be emphasized to all per- 
sonnel: 

@ Do not permit oil, grease or 
flammable material to come into 
contact with oxygen equipment, 
such as valves, regulators, or fittings. 

(Continued on page 62) 
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INTEGRITY 


C. R. BARD, INC. 


Summit, New Jersey 


BARD 


QUALITY 
BOorIAuaas 


SINCE 1907 
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@ Never lubricate regulators, fit- 
tings or gauges with oil or any oth- 
er readily combustible substance. 

@ Oxygen cylinders or apparatus 
should not be handled by anyone 
with oily hands, or with greasy 
gloves or rags. 

@ High pressure valves on cyl- 
inders attached to the anesthesia 
machine should be opened before 
approaching the patient with the 
apparatus. 

@ Oxygen cylinders should never 
be draped with hospital gowns 
or other combustible items. 


@ Always clear particles of dust 
and dirt away from the outlet of 
each cylinder by slightly opening 
and closing the valve before ap- 
plying any fitting to the cylinder. 

® Do not permit oxygen to enter 
the regulator suddenly; open the 
cylinder valve slowly. When open- 
ing the valve, point the face of the 
regulator gauge away from the op- 
erator and other personnel. 

@ Do not use oxygen fittings, 
valves, regulators, or gauges for 
any service except oxygen. 

@ Gases should never be mixed 





Serving the Medical 
Profession for Fifty Years 


7910-1960 
oe 


OHIO CHEMICAL & SURGICAL EQUIPMENT CO. 


Madison 10, Wisconsin 


MODEL 24 


INFANT 
RESUSCITATOR 


... Explosion-Proof—Listed by 
UL and CSA for Use in 
Anesthetizing Locations 


MANUAL CONTROL—Permits inter- 
mittent positive pressure administra- 
tion of oxygen. 


UNIQUE DESIGN—Provides for endo- 
tracheal intubation during prolonged 
ventilation of infants with asphyxia. 


TEMPERATURE MAINTENANCE— 
Explosion-proof electric heater accu- 
rately maintains desired temperature. 


EASY DRAINAGE—Infant's head 
easily positioned to place trachea in 
line with pharynx and mouth. 


FAST ASPIRATION—Explosion-proof 
electric suction pump quickly aspi- 
rates all secretions. 


For further information 
please request Form No. 
4781, Dept. H-8 


Ohio Chemical Pacific Company, 
Berkeley 10, Calif. * Ohio Chemical 
Canada Limited, Toronto 2, Ontario 
Airco Company Int tional, New 
York 17, N. Y¥. © Cia. Cubaha de 
Oxigeno, Havana 





(All divisions or subsidiaries of Air Reduction Company, Incorporated) ED 


in or added to any cylinder by hos- 
pital personnel. 

@ Do not attempt to use regula- 
tors that are in need of repair, or 
cylinders having valves that do not 
operate properly. 

@ Do not attempt to repair de- 
fective oxygen equipment unless 
you are properly trained and qual- 
ified for such work. 

@Cylinder valves should be ful- 
ly opened when in use. 

@ Cylinder valves should be kept 
closed at all times except when gas 
is actually needed. 

@ Finally, always be on the alert 
against that silent, unseen hazard 
that is least understood and most 
neglected—static or frictional elec- 
tricity. A spark that can be hardly 
seen can prove disastrous. . 





NOTES AND COMMENT 








Third of patients given 
antibiotics, survey shows 


One out of three hospital inpa- 
tients in the United States is given 
antibiotics. Only one out of five 
given antibiotics, however, re- 
ceived such medication after an 
antibiogram to test the effective- 
ness of the antibiotics against the 
infective organisms. 

These estimates were released 
by the Commission on Professional 
and Hospital Activities, Ann Ar- 
bor, Mich., after a study covering 
55,000 patients in 87 hospitals 
during January 1959. 

Administration of antibiotics to 
patients varied greatly from hos- 
pital to hospital, ranging from less 
than 5 per cent to more than 93 per 
cent. Use of antibiotics was more 
common in the smaller hospitals. 
The commission defines small hos- 
pitals as those with less than 5,000 
patient discharges annually; medi- 
um small, 5,000 to 10,000 dis- 
charges; medium large, 10,000 to 
15,000; and large, over 15,000. 

The commission found that in 
33 small hospitals, 41.5 per cent 
of the patients were given anti- 
biotics; 34.1 per cent in 19 medium 
small hospitals; 29.5 per cent in 14 
medium large hospitals; and 32.4 
per cent in 21 large hospitals—for 
an average of 33.3 per cent in all 
the hospitals. 

The Commission obtained its data 
from patient reports routinely han- 
dled in its offices. Ld 
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many hospital patients don’t, can’t or won’t eat 


““... the offering of an adequate diet is no guarantee of its acceptance.’’* 


SUSTAGEN 


COMPLETE THERAPEUTIC NUTRIMENT 


helps assure sound nutrition for patients who need it most 


a complete food —for tube or oral feeding — Sustagen 
provides complete nourishment—including generous 
amounts of protein, calories, vitamins, and essential 
minerals, May be used in tube feeding as the sole diet 
or may be taken orally as a supplement. Sustagen is 
palatable and usually well accepted by sick patients. 


for use in therapeutic diets—Sustagen enhances the 
nutritional value of many therapeutic diets in common 
hospital use. Low in fat, bulk and fiber, it is easily toler- 
ated. Sustagen may be used advantageously in bland, 
soft, or full liquid diets, in peptic ulcer diets and in 
high-calorie feeding programs. 


easy to use for accurate control of nutritional intake — 
Sustagen offers an easy and accurate means of control- 
ling caloric and protein intake for the patient. Sustagen 
powder mixes readily with water to make a smooth, 
palatable, nutritious beverage. One glassful provides 
390 calories and 23.5 Gm. protein. 


printed services available — Recipes for Sustagen Bev- 
erages and Printed Diet Sheets are available. Ask your 
Mead Johnson Representative for these, or write to us, 
Evansville 21, Indiana. 
*Pareira, M. D.; Conrad, E. J.; Hicks, W., and Elman, R.: 
156:810-816 (Oct. $0) 1954. 


J.A.M.A. 
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Symbol of service in medicine 





ALL NEW! 


THE BEST is now 
EVEN BETTER 


SEE THEM AT BOOTH 1420 & 
AMERICAN HOSPITAL SHOW 


SAN FRANCISCO 
AUGUST 29—SEPTEMBER 1 


swivelier- 
COOLITE 
SHADE 


FOR GREATER 
CONVENIENCE 
OF PATIENT 


AND 


SWIVELICE cours, ne. 


LOOK FOR THE SWIVELIER TRADEMARK 


15 


MODELS TO 
CHOOSE FROM 


Write for 
FREE Catalog 
today 


HOSPITALS, J.A.H.A. 





futchasing 


DISPOSABLE 


AND REUSABLE GLOVES: 
a cost compa rISOn 


by RUFUS W. MANDERSON 


HEN St. Barnabas Hospital, 

Minneapolis, moved into its 
new expanded quarters in Novem- 
ber 1958, the administrative offi- 
cers anticipated that the enlarged 
facilities would result in increased 
use of surgical and obstetrical 
services. One possible method of 
improving efficiency that they 
wanted to explore was the use 
of disposable rubber gloves. 

To obtain the facts upon which 
to base a decision on use of dis- 
posable rubber gloves, a cost study 
was undertaken of the processing 
of reusable gloves in the central 
supply room and the laundry. 
Simultaneously, a survey was con- 
ducted of the attitudes of physi- 
cians and nurses toward disposable 
and reusable gloves, 

The following recommendations 
were made: 

1. To revise the processing and 
packaging of reusable gloves, which 
would result in an annual saving 
of $2100. 

2. To stop using latex gloves. 

3. To make the use of disposable 
gloves optional with physicians 
and nurses. 

4. To suggest to the manufac- 
turer some changes in disposable 
gloves and their packaging. 


PROCESSING TECHNIQUES STUDIED 


The study began with an ex- 
amination of the techniques used in 
processing reusable gloves. Soiled 


Rufus W. Manderson is administrative 
assistant, the Johns Hopkins Hospital, Bal- 
timore. This paper is based on a thesis 
submitted in compliance with the require- 
ments for a master’s degree in hospital 
administration at the University of Min- 
nesota. The research study on which the 
thesis was based was carried out at St. 
Barnabas Hospital, Minneapolis. 
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To determine whether a large met- 
ropolitan hospital should use dispos- 
able gloves, the author compared cost 
per use per pair of disposable and 
reusable gloves. In this article, the 
author describes the careful process 
of testing, its results, and the final 
selection of the type of glove to be 


used. 





gloves were accumulated daily by 
central sterile supply and sent to 
the laundry department. The laun- 
dry shook out the gloves and re- 
moved any glass, metal or other 
foreign substance. Then the gloves 
were washed and rinsed for 30 
minutes at 110° F., with the last 
rinses containing powder. The 
gloves were tumbled in the washer 
to remove excess water and then 
placed in the tumbler with powder. 
They were tumbled for 39 minutes 
at 110° F. and then put in mesh 
bags and returned to central sterile 
supply. Because they frequently 
contained moisture, the gloves in 
the bag (approximately 500 of 
them) were removed and placed 
on shelves to complete the drying 
process. Once every four hours 
during the next 24 hours, the 
gloves were tossed and turned on 
the shelf. They were then tested, 
sorted, packaged, sterilized and 
sent to the stations. 

To test a glove, air was intro- 
duced into it, either by manual 
scooping or by use of an airstream, 
causing the glove to stretch. By 
placing the stretched portion of 
the glove near her ear, the inspec- 
tor could tell if the glove was 
perforated, The glove was visually 
examined and finally pulled to de- 
termine the degree of elasticity. It 


was then put into a bin compart- 
ment by size. 


TYPES OF GLOVE PACKAGING 


There were two types of glove 
packaging—green for surgery, de- 
livery and emergency rooms, and 
white for the nursing stations, 
laboratory and other areas. 

New gloves, and used gloves that 
the inspector deemed to be of suf- 
ficient quality, were removed from 
the bins and placed in the powder 
machine for four minutes. The 
gloves were kept separated and 
powdered by size. They next were 
removed to the work table where 
the cuffs were turned up and the 
gloves paired. A matched pair was 
placed on a green cloth of 140 
count double muslin, Paper Chix® 
were inserted, one around the 
thumb tip over the outside of the 
thumb down in between the rub- 
ber where the cuff was folded on 
the palmar side and the second on 
the backside between the cuff and 
and glove. In addition to the two 
Chix®, a single cardboard chip was 
inserted inside the glove. 

The Chix® and chip, which are 
paper and cardboard separators, 
were used to keep the rubber away 
from itself and to allow steam to 
reach all surfaces during autoclav- 
ing, thus permitting the steriliza- 
tion of the glove. 

The gloves were then laid side 
by side and the muslin cloth was 
folded five times in such a way as 
to pocket each glove. Tie strings 
were wrapped around the cloth, 
a piece of sterilizer indicator tape 
was affixed and the package was 
marked to show the size of the 
gloves and the expiration date. 
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TYPE OF COST 


Purchase cost per use 


when new glove used) 


Packaging 


Total cost 





TABLE 1 


WHITE WRAP 


Maximum testing cost (eliminated 


Cost of space, equipment, supervi- 


sion and 30 minutes sterilization 


GREEN WRAP 
$.04670 $.04670 
.01550 
.04213 

X (cost 


.01550 
.01558 
X (cost 


$.07778--X $.10433--X 








Gloves in white cloth were proc- 
essed in exactly the same manner, 
except that no chip or Chix® were 
inserted. 

To sterilize the gloves, 96 pack- 
ages were stacked in a staggered 
manner to allow the steam to pene- 
trate. The basket in which the 
gloves were stacked was inserted 
in the autoclave and exposed to 
steam for 30 minutes. After auto- 
claving, the gloves remained in the 
basket one hour to cool before 
being stored on the shelves. 


USE COST ANALYZED 

The new glove cost to St. Barna- 

bas Hospital during the year 1958 
was: 


TOTAL 
GLOVES 


NONLATEX 
GLOVES 


LATEX 
GLOVES 





99 gross 


18 gross 
at $59.52 


per gross 


81 gross 
at $60.48 


per gross 





$4898.88 $1071.36 $5970.24 


The number of uses gained from 
each glove was sought to deter- 
mine the cost to be assigned to 
each use. From Jan. 26 through 
Feb. 11, 1959, a record was kept 
of gloves ordered by and sent to 
the using units. Projected to an- 
nual figures, this showed 56,319 
net annual additions. Dividing this 
figure by 99 gross, or 14,256 pairs, 
indicates an average of 3.95 uses 
per pair of gloves purchased. 

On Jan. 12, 1959, 48 gloves were 
identified and put into circulation. 
A record was kept of the disposi- 
tion of each glove at the time of 
testing and wrapping. The data 
as gathered permitted the calcula- 
tion of a mean of 3.021 and a 
standard deviation of plus or minus 
1.62 uses. However, a mean use 
approaching 4.5 might be more 
accurate. A purchase cost of 21 
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cents divided by 4.5 uses gives a 
purchase cost use of .0467 cents. 
(See Table 1.) 

The processes of testing, inspec- 
ting, sorting and placing of gloves 
into bins in lots of 50 gloves, were 
performed by four different em- 
ployees. The time involved ranged 
between 36 and 40.8 seconds per 
glove, depending upon the ability 
and experience of the inspector. 
Translated into direct labor dollars 
at the rate of $1.375 per hour, this 
meant a cost range between .01368 
and .01550 cents per glove. 

The packaging of a pair of 
gloves with a green wrapper in- 
volved the use of two cardboard 
chips at .0029 cents each and four 
Chix® at .00692 cents each for a 
total of .03348 cents more than the 
cost of the white wrap glove, in 
which the chips and Chix® were 
not used. 

Time studies of the powdering 
and matching operation of eight 
40-pair lots indicated a range of 
means between 40 and 45 seconds 
per pair of gloves. The average 
of the means was 42.88 seconds 
per pair. Translating time to dol- 
lars produced a per pair labor 
cost of .01629 cents. Powder cost 
was .002 cents per pair. 

Wrapping time of green wrap 
gloves, as a result of time studies, 
was found to be 82.86 seconds per 
pair. Using the same wage of 
$1.375 per hour, the wrapping cost 
amounted to .03149 cents per pair 
of gloves. Green cloth wrap or 
envelope cost was .001 cents per 
pair of gloves. Wrapping time of 
white wrap gloves as a result of 
time studies was found to be 31.26 
seconds per pair, or a cost of .01188 
cents per pair of gloves. Pouch 
cost was also .001 cents per pair 
of gloves. 


These figures yielded a green 
wrap packaging cost of .08426 
cents per pair of gloves, or .04213 
cents per glove, and a white wrap 
cost of .03117 cents per pair of 
gloves, or .01558 cents per glove. 
Of this per pair difference, the 
insertions cost .03358 cents and 
the 51.6 seconds taken to make 
the insertions cost .01961 cents. 

It was thought that some econ- 
omies could be effected by stream- 
lining the method of processing 
the reusable gloves. 

Each worker used her own 
method of testing gloves. How- 
ever, the most satisfactory method 
seemed to be used by those who 
employed the testing apparatus as 
an air source and then removed 
the glove for manual manipulation. 
Gloves are worn for bilateral pro- 
tection and must be free of per- 
forations. Therefore, inspection is 
one of the more important func- 
tions performed by central sterile 


supply. 
STERILIZING EFFCCTIVENESS TESTED 


To see if the chip and Chix® 
were needed for the proper steri- 
lization of gloves, the hospital pa- 
thologist made a study to deter- 
mine whether (1) glove surfaces 
should be separated by paper or 
cloth, (2) autoclaved contaminated 
gloves were rendered sterile and 
(3) 15 minutes was sufficient time 
to sterilize gloves. 

The study showed the controls 
to be positive and the autoclaved 
gloves to be negative. There was 
no sign of Escherichia coli, Staphy- 
lococcus aureus or Spordex® (a 
commercial preparation of spores 
of bacillus stearothermophilus) on 
the gloves that had been auto- 
claved, even after 14% days. The 
conclusion was that the chip and 
Chix® could be eliminated in the 
packaging procedure, and it was 
recommended that green wrap 
gloves be processed in the same 
manner as white wrap gloves. 

Writing the expiration date and 
the glove size on the outside of 
the wrapper took approximately 
five seconds. Since the gloves had 
colored bands identifying the size, 
the outside wrapper could be 
marked with a line of colored 
crayon corresponding to the color 
of the wrist band, This would take 
less time, and the gloves would 
be easier to identify by the color 


HOSPITALS, J.A.H.A. 





as 


FIRST! : 


Hixp 


-lex 


the ultimate in disposable latex surgeons’ gloves 


Prolonged research produced EXPEND-TEX, the disposable latex 
surgeons’ glove that is dramatically new and exciting. 
Soft-touch finger tips on new EXPEND-TEX gloves are 30% thinner 
than average latex gloves ... ideal for delicate surgery as well 
as for the general surgeon. 
Get all these advantages: 
e Snug-fit, flat wrists prevent annoying roll-down 
e@ White or brown latex 
e@ Envelope of Bio-Sorb with each pair 
e Autoclave tape indicates when sterilized 
e Save labor cost on laundry, sorting, testing, pairing, wrapping 
e Low cost — truly disposable 
Write for literature, free sample 
THE MASSILLON RUBBER COMPANY 
MASSILLON, OHIO 
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.026 inch at wrist — double thickness 
.013 single thickness 


.012 inch at finger-tip — double thickness 
.006 single thickness 


<—— an BP ss | 
ee ~ > | 


Packaged ready for sterilization according to approved 
hospital techniques, in a convenient peel-back outer 
wrap and a wallet-type inner wrap. 





than by examination of the size 
number. 

It was learned that a commerical 
company had produced a dispenser 
for the autoclave indicating tape. 
This dispenser had an attachment 
that could be used to stamp the 
‘expiration date on the tape before 
tearing the tape from the roll and 
affixing the piece to the wrapper. 
It was decided that the five seconds 
mentioned could be almost elimi- 
nated by using the crayon and the 
dispenser. 

The changes to be made in the 
packaging procedure were: (1) 
elimination of chip and Chix®, (2) 
use of crayon to mark the glove 
size on the wrapper and (3) use 
of a tape dispenser to include the 
printing of the expiration date on 
the autoclave indicator tape. 


COST-REDUCTION MEASURES 


On the basis of the study men- 
tioned earlier, it was believed that 
sterilizing time could safely be re- 
duced to 15 minutes, one-half of 
the previous time. This would 
make for more efficient utilization 
of autoclave time and space, and 
would prevent deterioration and 
prolong the usable life of the rub- 
ber because of less exposure to 
heat and steam. 

Under the proposed method of 
processing, the testing costs of the 
most efficient method totaled .01368 
cents per glove. Packaging costs 
of green wrap gloves exceeded the 
cost of white wrap by the cost of 
insertions. Elimination of inserts 
based upon the laboratory analysis 
saved .05309 cents per pair of 
green wrap gloves. Green wrap 
gloves account for 111.8 of the 
161.2 daily average, or 69.35 per 
cent, of the total gloves sent to all 
units. The application of this per- 
centage to the 56,319 net annual 
additions yields 39,058 green wrap 
glove uses annually. Yearly sav- 
ings would have been $2073.59 
plus costs of purchasing, handling 
and sorting inserts. 





TYPE OF COST 


DISPOSABLE __REUSABLE 








Purchase cost 
Testing cost 
Packaging cost 


Total cost 





Per use cost 


$.1250 
.03100 
04674 

$.20274 

$.06758 


$.2100 
06200 
07790 

$.34990 

$.06998 








The cost of colored pencils for 
marking sizes on wrappers would 
be offset by eliminating the black 
pencils normally used. 

Disposable gloves are really re- 
usable gloves, costing 25 cents a 
pair. As packaged, they were un- 
satisfactory for surgery and ob- 
stetrics because they were so liable 
to contamination when the paper 
envelope was opened. The gloves 
were not sold in bulk pack, so were 
not available at this price. 

Processing costs for disposable 
gloves would also be .07778+ X 
per glove. Use of tape dispenser 
and printing attachment would re- 
duce the cost to .07578+X per 
glove, less the purchase cost, per 
use. The number of uses of dispos- 
ables would be different for all 
hospitals. 


EXPERIMENTAL EVALUATION 


Batches of disposable and re- 
usable gloves were marked with 
numbers or letters and put into 
circulation. Record of uses and dis- 
position.of each glove was kept 
by the central supply department. 
For the 18-day period of observa- 
tion, disposable gloves received a 
1.70 mean use, with a standard 
deviation of .8 and a range of one 
to four uses. There was strong evi- 
dence to suggest that the mean 
use would probably exceed three. 

Similar records were kept for 
reusable latex gloves during a 45- 
day period. A mean use of 3.02, 
with a standard deviation of 1.62 


and a range of one to seven uses 
was indicated. There was strong 
evidence to suggest the mean use 
would probably exceed five. 

To illustrate the method, let us 
assume that we get five uses from 
the reusable glove and three uses 
from the disposable glove. The dis- 
posable glove is .0024 cents less 
costly to use. (See Table 2.) 

To evaluate the disposable glove, 
five dozen pairs were packaged, 
sterilized and sent to surgery, ob- 
stetrics and the emergency depart- 
ment. Along with each pair of 
gloves was sent a questionnaire 
to be answered by the doctor or 
nurse wearing the gloves. The 
wearers were asked to indicate 
whether they liked or disliked the 
gloves on the basis of tactility, 
comfort and durability. They also 
were asked to indicate whether 
the cuffs rolled. The gloves were 
worn for 18 surgical procedures. 
The results based on replies from 
28 doctors and seven nurses are 
shown in Table 3. 

It seems patent that the gloves 
are most acceptable on the basis 
of tactility, comfort and durability. 
It was indicated that when the 
glove is donned so that the glove 
cuff is above the gown sleeve cuff, 
no rolling takes place. With care, 
this can be accomplished by any- 
one who is gloving himself. Wear- 
ing the glove cuff over the gown 
sleeve cuff could be eliminated if 
the manufacturer would fabricate 
a glove with a flat band at the cuff. 








TABLE 3 
LIKE DISLIKE 
DOCTORS NURSES Doctors _ 
23 3 0 0 
6 0 0 
2 0 
Yes—7 Yes—5 


The five seconds spent writing 
glove size and expiration date on 
the outside wrapper cost .0019 
cents per pair of gloves. Eliminat- 
ing this would save annually the 
sum of $107 for 56,320 pairs of 
gloves. Offsetting this annual sav- 
ing is the original purchase cost 
of the dispenser with printing at- 
tachment (approximately $36). 


FACTOR _ 
NURSES 








Tactility 
Comfort 28 
Durability 16 4 
Did cuffs roll? No—20 





No—2 
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SEE THESE |W HOBART DEVELOPMENTS 


AT THE HOSPITAL SHOW 


BOOTH NO. 722—SAN FRANCISCO—AUG. 29-SEPT. 1 





New COMPACT FLIGHT-TYPE DISHWASHER 


For the first time—in just 13 feet—the speed and efficiency of a 
continuous racking-conveyor dishwasher! Small in size but with 
mighty 4-stage performance, Model FT-13 does all these auto- 
matically—power scraps with recirculated, detergent-charged 
water, power washes, power rinses and final rinses. Hobart design 
assures sparkling, sanitized dishes... with maximum dishwashing 
performance in minimum time and space. Stainless steel flight link 


FOR YOUR KITCHEN— 

NEW operating efficiency 

NEW lower operating cost 

NEW greater value—year in and out 


NeW RACK-0-MATIC DISHWASHERS 


Designed for increased dishwashing capacity to meet specific 
space limitations or operational requirements. The dishes, in 
multi-purpose racks, travel the Hobart “‘sanitizing circle’ —a com- 
plete circuit that automatically conveys them through recirculating 
power water scrapper, jet-powered wash and rinse, and final fresh- 
water rinse actions. One operator can handle racks quickly and 
easily. Exclusive feature prevents water waste. Integrated power 


waste disposer. These new ‘‘Rack-O-Matic” models—RM-86 and 
RM-66—take as little as 12 x 6 ft. area. 


EW 9H. P. FOOD WASTE DISPOSER 


This super-capacity unit, FW-500, completely eliminates all the 
nuisances of waste disposal—saves time, handling and space. No 
more distasteful lugging chores, messy floors, odors; no sanitation 
problems. Exclusive, Hobart 4-stage waste breakdown action in- 
sures smooth, continuous discharge. Exclusive continuous upper 
and lower water injection system—with extended after-flushing— 
prevents dry grinding and clogged drains. Every bit of food waste 
goes down the drain—fast, economically, positively—without 
wasting water. 


conveyors are standard; new, exclusive “‘Delrin”’ acetal resin con- 
veyors, an economy option. 


EW HEAVY-GAPAGITY SCALES 


A whole new line...capacities from 50 to 6000 pounds...for every 
check-in weighing need. Bench, floor, built-in, overhead-track 
types—all in simplified design insuring highest dependability with 
minimum care. Choice of indicators: exclusive tape-driven dial 
(with optional ‘“‘Record-O-Weight” printer recording each weigh- 
ing on tape, ticket or form)...exclusive projected-image “Project- 
O-Weight’’...easy-to-read beams with sliding poises...cr combi- 
nation of ‘“Project-O-Weight” and beams. Shown: Bench-type 
Dial with pan, and printer that eliminates operational errors; 
gives audit control. 


The Hobart Manufacturing Company, Dept. 303, Troy, Ohio » Nationwide Factory-Trained Sales and Service...over 200 Offices 


machines 


A Complete Line by the World’s Oldest and Largest Manufacturer of Food, Kitchen, Bakery and Dishwashing Machines. 





from Honeywell .. SQ” ANOTHER DIAMOND JUBILEE PRODUCT 


Honeywell’s ClockMaster System 


in your hospital 


Master Clock perfectly synchronizes all 
clocks in the Honeywell ClockMaster System 
for dependable scheduling of hospital activities. 





The Honeywell ClockMaster System makes it easier for your 
entire hospital to run on time! Staff members are always assured 
of perfectly synchronized time, no matter where they may be 
in the hospital. This means not only closer coordination ot 
hospital activities, but also that pill-dispensing, examinations, 
surgery and laboratory work can be kept on schedule. 


There’s never a worry about clocks being out of step, either. 
Every clock within the system is automatically checked—and 
corrected if necessary—once every hour from a centrally lo- 
cated master clock. Even after a power failure, no matter how 
localized or momentary, you get individual correction at the 
first accuracy check. 


For special effects in certain areas, including patients’ rooms, 
be sure to see Honeywell's wide new line of Decorator Clocks. 
Select any of 33 attractive new faces as part of your centrally 
controlled clock system. 


In addition to the accuracy and reliability of a Honeywell 
ClockMaster System, you get dependable nationwide service 
—the kind of service you'll learn to count on when you buy 
any Honeywell system. For the complete story, call your 
architect or engineer today, or write: Honeywell, Dept. 
HO-8-86, Minneapolis 8, Minnesota. 
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puts everyone 


on the same time schedule! 
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egustment and supply review 


Baby record book (16E-1) 

Manufacturer's description: Devoid of 
fancy frills and sentimentality, this 
booklet provides a place to jot 
down every fact of significance 
about a child’s development, health 
and education, starting at birth. 
Hospital gift shops can stock this 
item in pink and blue leatherette. 
Extra pages provide for additional 
notes, and there is an envelope for 


keeping photos, cards, clippings, 
etc. Taylor Publications, Dept. H15, 
1726 South East St., Jacksonville, 
Ill. 


Plastic mesh shelf liner (16E-2) 

Manufacturer's description: Glassware 
and china air-dry quickly and thor- 
oughly when inverted on this plas- 
tice mesh liner. In addition to 


> If you wish to have your name sent direct to the manufacturers of products 
and distributors of literature described in this review, check the appropriate 
items on this coupon, sign your name and address, clip and mail to the Edi- 
torial Department of HOSPITALS, J.A.H.A., 840 North Lake Shore Drive, 


Chicago 11, Illinois. 





allowing air circulation, the resili- 
ent plastic mesh cushions glassware 
and china against breakage and 
eliminates clatter on metal shelves 


or counters, while protecting sur- 
faces against scratching. The mesh 
is steam cleanable and can be easi- 
ly cut to fit shelf areas. It is avail- 
able in grey only, in rolls 50 feet 
long and two feet wide. Rubber- 
maid Incorporated, Dept. H15, 
Wooster, Ohio. 


Soft roll mix (16E-3) 

Manufacturer's description: This product 
cuts preparation time for soft din- 
ner rolls by eliminating one of the 
trickiest phases—the fermentation 
period. Hospital bakers can take 
their dough direct from the mixing 
machine to the make-up table. On 





PRODUCT NEWS 





New product descriptions in- 
cluded in this section are con- 
densed from reports furnished 
by manufacturers and distribu- 
tors. Descriptions are included 
here for informational pur- 
poses and such inclusion does 
not constitute endorsement by 
the American Hospital Asso- 
ciation. 











a portion control cost basis, the 
rolls come to 1.3 cents per 1% oz. 
roll. The Pillsbury Co., Dept. H15, 
Public Relations Division, Minne- 
apolis 2. 


Truck and cart caster (16E-4) 

Manufacturer's description: Representing 
a departure in caster design, this 
caster has an off-center wheel 
mounted to a double-ball-race 
swivel. Jolts are absorbed and 
cushioned by a tightly wound, two- 
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Made exclusively for us 


by CORNING GLASS WORKS 


Applicator Jars, Hospital Jars, Tongue Blade jars and Sundry Jars are now available 
in the world’s most famous glass... PYREX®... at surprisingly low prices. 


All are sparkling clear, uniform in wall thickness and free from mold marks. 


Pyrex® withstands abrupt temperature changes and sterilization up to 520°C without 
discoloration or devitrification. Physical shock resistant and chemically neutral. 

Round inside bottoms simplify cleaning. All rims are beaded. Overlapping stainless 
steel covers. 

Ask your supply house for complete details or write today for completely illustrated 


CATALOG MP-3. 


PYREX is a registered Trade Mark of Corning Glass Works. 


MERCER GLASS WORKS, INC. 


725 BROADWAY, NEW YORK 3, N.Y. 





inch steel spring which is part 
of the wheel assembly. The engi- 
neered combination of these two 
features helps eliminate wheel vi- 
bration and noise and affords quiet 
operation. The five-inch diameter 
wheels are available also for cas- 
ter replacement on other brands 
of carts and tray trucks. Lakeside 
Mfg. Co., Inc., 1977 South Allis St., 


Milwaukee. 


Refrigerated undercounter 
dispenser (16E-5) 

Manufacturer's description: This dispenser 
unit is small enough to fit beneath 
a standard counter and is equipped 
with casters for easy roll-out for 
cleaning properly and servicing. 
Two standard, five-gallon dairy 
cans are easily placed in the re- 


frigerated cabinet without lifting. 
The activating buttons are located 
at counter height and the drink 
counters indicate the number of 
drinks served from each dairy can. 
The cabinet can be arrranged to 
dispense the same or different 
beverages. Meterflo Dispensers, 
Dept. H15, 2534 S. 11th St., Niles, 
Mich. 


Bottle washer (16E-6) 

Manufacturer's description: Up to 1200 
infant feeding bottles can be 
cleaned in an hour with this con- 
venient, rust-proof, heavy duty 
construction glass washer. Brushes 
are available to fit wide-mouth, 
8-oz. nursing bottles, as well as 
8-oz. and 4-oz. nursing units. Four 
fast-revolving, motor-driven ny- 
lon brushes do the scrubbing. 
Gusher water action raises the 
water to a 10% in. level in the out- 
side cylinder, completely submerg- 
ing the brushes. Water from below, 
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free from surface grease, washes 
and flushes the bottles. Hamilton 
Beach, Division of Scovill Mfg. Co., 
Dept. H15, Racine, Wis. 


Pulse rate instrument (16E-7) 

Manufacturer's description: Fully tran- 
sistorized, this unit accurately pro- 
vides continuously variable pulse 
rates from 25 to 225 surges per 
minute. Voltage can be continu- 
ously varied from 0 to 130 volts 
for external application and from 
0 to 15 volts for internal applica- 
tion. The unit operates from stand- 
ard 110-volt AC current and fea- 
tures a_ self-contained battery 
power source which automatically 
takes over when the line cord is 
disconnected to transfer patient or 
in the event of power failure. UL 


me" 





approved, the unit comes complete 
with electrodes and straps. Birtcher 
Corp., Dept. H16, 4371 Valley 
Blud., Los Angeles 32. 


Mattress pad (16E-8) 


Manufacturer's description: Especially en- 


gineered to obtain maximum relief 
for the bedridden, this mattress 
pad suspends the patient on a soft 
cushion of low-pressure air, creat- 
ing an equal pressure across the 
body so that no one point of pres- 
sure is greater than another, elim- 
inating pressure points and in- 
creasing blood circulation. The 
slightest movement of the user 
causes air to move through the air 
tubes of this vinyl plastic product. 
Howard Sales Co., Dept. H15, P.O. 
Box 5113, Pasadena, Calif. 


Blood collection system (16E-9) 

Manufacturer's description: This plastic 
blood collection system, for sterile 
subdivision of blood into conven- 
ient 50 ml. to 150 ml. doses, has 
been developed particularly for 
pediatric use. When limited dose 
transfusions are required, the pre- 
scribed volume is expressed from 
the primary pack to one of the 


small sub-units. Then the sub-unit 
is sealed off and removed from the 
major system which is then re- 
turned to refrigeration. The unit is 
sterile, pyrogen-free and manu- 
factured with hemorepellent plas- 
tic surfaces throughout. Fenwal 
Laboratories, Dept. H16, 47 Mellen 
St., Framingham, Mass. 


Portable stretcher (16E-10) 


Manufacturer's description: For handling 
patient transfers within the hos- 


pital, this stretcher, which lifts off 
a portable folding base, makes pa- 
tients more comfortable and as- 
sures easier lifting for attendants. 
Added advantages are: it folds to 
a width of 5 in. at the flick of a 
finger for easy storage; it weighs 
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The Sattifilter-Y 28"™ 
without the pumping 
chamber is an ef- 
fective and reliable 
means of infusing 
blood under gravity. 
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The manual pump of the Saftipump-Y "28" can be used 
for quick delivery of blood when needed. 





only 18 lbs. complete, and it is low- 
priced. Orthopedic Frame Co., 
Dept. H16, 420 Alcott St., Kalama- 
zoo, Mich. 


Fly killer (16E-11) 


Manufacturer's description: For fly con- 
trol, this “fly cake” kills flies on 
the spot in 20 seconds. The solid 
chemical cakes, when moistened, 
are placed where flies tend to ac- 
cumulate, Harmless to humans or 
pets, the product will work on 
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roaches, ants and other crawling 
insects. It is effective both indoors 
and outdoors. The cakes give pro- 
tection for an entire season. E. 
Joseph Cossman and Co., Dept. 
H15, 7039 Sunset Blvd., Hollywood 
28, Calif. 


Isotope container (16E-12) 

Manufacturer's description: This new con- 
tainer for radioactive isotopes is 
made of steel, so it will withstand 
rugged use without denting. Con- 
figuration of the container is flush 
along the sides, top and bottom to 
allow stacking and permit inser- 
tion into larger containers. A stain- 


less steel handle locks the top 
securely in place and may be pad- 
locked to prevent chance opening. 
Wall thickness is 1% in. and it has 
been tested, according to ICC regu- 
lations, to carry up to 13.7 mili- 
curies of Cobalt-60. Radiation 
Hazard Control Co., Dept. H16, 
Fort Atkinson, Wis. 
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Plastic autoclavable film (16E-13) 
Manufacturer's description: This plastic 
film can be used for hospital pack- 
aging, autoclaving and sterile stor- 
ing of linens and instruments. It is 
steam-permeable, permitting ef- 
fective sterilization, and is tough, 
abrasion-resistant and flexible. One 
advantage is that the film is trans- 
parent, permitting immediate 
identification of contents. The film 
is available in 12 widths from 1 in. 
to 20 in. and in two thicknesses. 
Sierra Engineering Co., (R. A. 


Hawks Div.), Dept. H16, 123 E. 
Montecito, Sierra Madre, Calif. 


Moduct Mitenatune 





SEE COUPON, PAGE 72 


Marker and signs (16EL-1)—A cat- 
alogue of complete data on pipe 
markers, electrical markers, nu- 
merals, letters, safety signs and 
identification signs shows the items 
in color. All items are printed on 
waterproof, vinyl cloth furnished 
on dispensing cards and backed 
with an instant-stick adhesive. 
North Shore Nameplate, Div. of 
Anodyne Inc., Dept. HL15, 214-27 
Northern Blvd., Bayside 61, N.Y. 


Report sheets (16EL-2)—Report 
sheets tailored for the detailed rec- 
ord keeping involved in anticoagu- 
lant products are available without 
charge. The report sheets, in pads 
of 30, may be conveniently filed 
along with 8% x 11 material in a 
file folder, or they may be punched 
along the side margin for binding 
in with the patient’s record jacket. 
They may also be folded once for 
filing with 5 x 8 card systems. Ab- 
bott Laboratories, Dept. HL15, 
Public Relations, North Chicago, 
Ill. 


Cost-cutting recipes (16EL-3)—The 
booklet features seven main dish 
and four sauce recipes employing 
canned condensed soups as ingre- 
dients. Campbell Soup Co., Dept. 
HL15, Institutional Div., Camden 
1, NJ. 


Water purifiers (16EL-4)—The 
folder describes a water purifier 
which uses a replaceable filter pack 
that has been treated chemically 
with bactericidal additives. The 
water purifier can remove chlorine 
taste, all “off” tastes which often 


make drinking water unpalatable, 
and dirt and suspended matter. 
Ogden Filter Co., Inc., 4214 Santa 
Monica Blvd., Los Angeles 29. 


Hospital uniforms (16EL-5)—Inno- 
vations in patient gowns, such as 
blue seersucker for women pa- 
tients, are shown in this catalogue 
of hospital uniforms. Operating 
room garments, physicians’ and in- 
terns’ coats, departmental uni- 
forms, utility suits and a selection 
of accessories such as binders and 
special sheets are included. Angel- 
ica Uniform Co., Dept. HL15, 1427 
Olive St., St. Louis 3, Mo. 


Hospital casework (16EL-6)—Ward- 
robes, lavatories, dressers and lav- 
atory-dressers. are shown in this 
folder offering solutions to patient 
room storage and grooming con- 
venience. St. Charles Mfg. Co., 
Dept. HL15, Hospital Casework 
Systems, St. Charles, Ill. 


Banana recipes (16EL-7)—These 
recipe formulas offer new flavor 
and variety in the preparation of 
puddings, gelatins, banana breads, 
cakes, pancakes and other desserts 
and tropical salad dressings. Amer- 
ican Home Foods, Dept. HL15, In- 
stitutional Products, 22 E. 40th St., 
New York 16. 


Hospital lights (16EL-8)—Bulletin 
No. 144 shows a variety of lighting 
fixtures for hospitals and includes 
specifications for all the products 
illustrated. Some accessories are 
shown. Swivilier Co., Inc., Dept. 
HL15, 30 Irving Place, New York 3. 
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(ABOVE) The real key to 
resilient flooring mainte- 
nance is proper waxing. 
Two thin coats of wax 
afford more protection 
than one thick coat does. 
(LEFT) Selection of the 
proper furniture glide or 
cup depends on the size 
of the furniture, its loca- 
tion and how frequently 
it is moved around. 


RESILIENT FLOOR CARE 


H OSPITAL RESILIENT flooring care 
practices should be reviewed 
periodically to determine whether 
they are efficient and economical, 
and whether they preserve the 
beauty of the flooring, prolong its 
life and provide for the safety of 
hospital patients, personnel and 
visitors. 
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Hospital personnel unintention- 
ally may destroy the beauty and 
shorten the life of resilient floor- 
ing by poor maintenance practices. 
Symptoms of poor practices are 
wax buildup near corridor walls, 
slippery floors, indented tiles, loose 
tiles, etc. These symptoms can be 
prevented by a regular mainte- 


heuscheepinng 





Since hospitals are installing more 
and more resilient flooring, proper 
care of the various types of resilient 
floors is highly important. This article 
outlines the essentials of a floor care 
program designed to preserve resilient 
flooring life and beauty and to pro- 
vide a safe walking surface. 





nance program in which trained 
personnel properly use the right 
equipment and materials. 

The main types of resilient floor- 
ing used in hospitals today are (1) 
asphalt tile, (2) vinyl-asbestos 
tile, (3) vinyl-plastic tile, (4) rub- 
ber tile, (5) linoleum and (6) 
cork tile. Although these types 
possess some characteristics in 
common, they also differ in others, 
so specialized maintenance meas- 
ures are required for each. 

The four basic procedures for 
maintenance of all types of resili- 
ent flooring are (1) sweeping, (2) 
washing, (3) waxing and polishing 
and (4) protecting against mar- 
ring. Equipment used for these 
procedures and kinds of agents 
employed for cleaning and polish- 
ing will be determined largely by 
the type and location of the resili- 
ent flooring to be maintained. The 
volume of traffic and the kind of 
equipment that the hospital can 
afford are also important consider- 
ations in a floor maintenance pro- 
gram. 


CARE OF ASPHALT TILE 


Asphalt tile floors require sweep- 
ing, washing and waxing. The 
equipment necessary to perform 
these operations will vary accord- 
ing to the types of areas to be 
maintained. Scrubbing machines 
usually will prove more satisfac- 
tory than mops, and wet vacuum 
pickup equipment will save time 
and labor compared with mopping. 
The savings in time and labor will 
enable the hospital to pay for the 
mechanical equipment that its 
maintenance problems require. 


(Continued on page 79) 
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To clean asphalt tile flooring, either a soap or 
cleaner recommended by the tile manufacturer, or 
a mild, neutral soap, should be used. Similarly, to 
polish or wax the flooring, a self-polishing wax rec- 
ommended by the manufacturer, or any good grade 
of water emulsion wax, may be used. If steel wool 
pads are used in the cleaning process, only #00 or #0 
should be employed. For sweeping, a sweeping com- 
pound recommended by the manufacturer is suitable. 

Daily sweeping is recommended to remove loose 
dirt and gritty particles which may otherwise be 
ground into the tile. Daily sweeping will cut down 
the number of times that the floor needs to be washed. 
For sweeping, a soft hair push broom should be used. 
It is sometimes desirable to dry-buff asphalt tile floors, 
after they have been swept, to maintain a sheen. 

Floors should always be thoroughly swept before 
they are washed. New floors should not be washed 
for several days, or until the tile has adhered tightly 
to the subfloor. If cleaning is necessary in the mean- 
time to remove spots, the floor may be wiped with a 
slightly moistened cloth or mop. 

Warm but not hot water should be used for wash- 
ing, and the soap or cleaner should be diluted accord- 
ing to the manufacturer’s instructions. The solution 
should be applied to approximately 100 square feet 
at a time. Hard-to-clean spots should be removed at 
this time using steel wool. Next, the scrubbing ma- 
chine should be used; then the soapy water should 
be squeegeed to an unscrubbed section of the floor. 
The scrubbed section should then be rinsed with clear 
water, which should be picked up by a vacuum pick- 
up tank, if it is available. The floor should not be 


‘ flooded with water when it is washed and rinsed. 


THE WAXING TECHNIQUE 


After the floor has dried thoroughly, it can be 
waxed. A small quantity of the recommended self- 
polishing, water emulsion wax should be applied 
thinly to as large an area as possible by using a wax 
applicator in long straight strokes. The entire floor, 
section by section, should be treated in the same 
manner. The newly waxed floor should not be walked 
on for 20 to 30 minutes. If a high polish is desired, 
the wax should be allowed to dry before being ma- 
chine polished. To avoid the slip hazard, a slip-resist- 
ant wax should be used. 

Waxes and cleaners containing gasoline, kerosene, 
naphtha, turpentine or mineral solvents, should not 
be used on asphalt tile because they soften the tiles 
and cause the colors to bleed or run. Varnishes, lac- 
quers, shellacs or other plastic finishes should not be 
used either because they usually contain solvents 
which will permanently damage the tile. Oil-treated 
dust mops, oily sprays and oily sweeping compounds 
should not be used because of their effect on asphalt 
flooring. 

Asphalt tile flooring must be protected against the 
marring and permanent indentation often caused by 
heavy loads resting on small or sharp bearing sur- 
faces. Small metal domes should be removed from 
furniture and replaced by casters, glides or cups. (See 
box for sizes of recommended floor protection devices. ) 

Permanently positioned heavy furniture should be 
placed on composition furniture cups to prevent 
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Wueruer it’s stripping old layers of wax or adding 
the final touch to a highly polished floor, there’s a 
Brillo Solid Disc Steel Wool Floor Pad specially 
engineered to do a perfect job. 

The steel-wool fibres in every Brillo Floor Pad are 
held to a strict uniform quality. These fibres are 
cross-stranded for superior abrasive action, enabling 
your machine to do a faster cleaning job . . . you 
save money, too. 

From a heavy duty #3 to fine #0, there’s a Brillo 
Floor Pad for every floor maintenance job . . . strip- 
ping, cleaning, waxing, polishing, buffing. Write to- 
day for free leaflet on Better Floor Maintenance. 


BRILLO MFG. CO., INC. 


60 John St., Brooklyn I, New York 





furniture legs from cutting into 
the floor tiles. Furniture that is 
moved frequently, such as desk 
chairs, should be equipped with 
casters. These should be two inches 
in diameter, with three-quarter 
inch, soft rubber treads, and with 
easy swiveling, ball-bearing ac- 
tion. Caster manufacturers will 
supply specifications for special 
loads. Light furniture, such as 
receptionist chairs, should be 
equipped with glides having a 
smooth, flat base with rounded 
edges and a flexible pin to main- 
tain flat contact with the floor. 
These glides, depending on the 
load that they will have to carry, 
should be from one inch to two 
inches in diameter. 


CARE OF VINYL-ASBESTOS TILE 


Essentially the same mainte- 
nance practices as are used for 
the care of asphalt tile should be 
used for the care of vinyl-asbestos 
tile. Since vinyl-asbestos tile is 
highly resistant to grease, oils and 
solvents, however, any type of 
commonly used cleaner and wax 
may be employed in the care of 
such flooring. Oil-treated mops 
may be used if desired because the 
flooring will not be affected. The 
same precautions should be taken 
against marring, loosening and in- 
denting with this tile as with 
asphalt tile. 


CARE OF VINYL-PLASTIC TILE 


Vinyl-plastic tile is similar in its 
maintenance demands to vinyl- 
asbestos tile. With both, alkaline 
solutions should not be allowed to 
seep down between the tiles be- 
cause this will loosen them. Vinyl- 
plastic flooring is virtually immune 
to most chemicals, including alka- 
lies and mild acids. In addition, 
it is not affected by oils, greases 
or ordinary solvents. Cleaning with 
abrasive powders, however, should 
be avoided because excessive clean- 
ing may dull the natural finish. It 
may require several weeks of use 
before wax will spread normally 
on this type of flooring, but it is 
worth persisting in waxing and 
polishing it because the wax is a 
definite protection, The usual pre- 
cautions regarding marring and in- 
denting should be observed. 


CARE OF RUBBER TILE 
To clean rubber tile, the syn- 
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thetic detergents are usually pre- 
ferred, although mild alkalies may 
be used also. Soaps are not recom- 
mended because their oil base may 
prove detrimental if they are used 
consistently. Water used for clean- 
ing should be either cold or luke- 
warm but never hot. Rubber tile 
flooring should not be cleaned with 
water for several days after instal- 
lation to allow the tiles to bond 
firmly to the subflooring. 

Unlike vinyl-asbestos and vinyl- 
plastic, but like asphalt tile, rub- 
ber tile is highly susceptible to 
the action of greases, oils and 
solvents. Therefore, oils, greases, 
sweeping compounds containing oil 
and oil-treated mops should never 
be used on rubber tile. 


Gasoline, kerosene, naphtha and 
other solvents should not be used 
to remove spots. A rubber tile floor 
should never be painted, var- 
nished, lacquered or shellacked. 

Although rubber tile flooring is 
less susceptible to indentations 
than most other types of resilient 
flooring, it is advisable to take the 
same precautions to prevent mar- 
ring. 

When wax is applied to a rubber 
tile floor, the wax should be al- 
lowed to dry for 30 minutes before 
it is buffed. On a new floor, a sec- 
ond coat of wax should be spread 
thinly immediately after the first 
coat has been buffed. When the 
second is dry, it should be buffed 
also. As with asphalt tile, water 





Type of Equipment 
Room and Ward Equipment 


Beds—Adjustable (over 300# weight) 
Beds—Adijustable (under 300# weight) 


Cribs 


Combination Cabinet and 
Over Bed Table (approx. 90#) 

Bedside Cabinet 

Over Bed Tables 

Screens 

Bedside Stand (approx. 30#) 

Flower Stand (approx. 20#) 

Dressers (approx. 90#) 

Tables 

Chest-Desk (approx. 100#) 

Settee 

Arm Chair (approx. 40#) 

Side Chair (approx. 20#) 

Ottoman 

Foot Stool 


Stretchers, Carts, etc. 


Wheel Stretchers 
Dressing Carts 
Instrument Carts 


Food Trucks and heavy movable 
equipment 


Office and Staff Room Equipment 
Desks 
Tables 


Arm Chairs 
Side Chairs 


Desk Chairs 
Typist Chairs 


Heavier Movable Office Machinery 


Note: 


recommended. 





Minimum Sizes of Floor Protection Devices 
Recommended for Hospital Equipment 


Min. Diam. Min. Width 


Beds—Dormitory, etc. (not frequently moved) 3” 


Typewriter or Adding Machine Tables, etc. 


Where furniture is designed with a narrow metal leg that will not take a 
suitable glide, the use of an appropriate sized rubber crutch tip is rec- 
ommended. On folding metal chairs, the use of rubber crutch tips is also 


For special problems, consult your tile or caster manufacturer. 


Glides 
Casters Min. Furniture 
Diam. Cups 


5" 1-3/16” 
5" 15/16" 
13/16” 
3s 13/16" 


3” 13/16" 


"it 13/16” 
ag 13/16” 
15%” ¥," 


z 13/16” 


13/16" 
Pom 1 y¥,” 
éties %_"" 
Soft rubber crutch tips 


8” 1-3/16" —_ 
5” 13/16” _— 
5" or 3” 13/16" —_ 


Get caster manufacturer's recommenda- 
tions on equipment subject to heavy 
loads. 


_ — Yes 
— _ Yes 


sie 14" ree 
is 14," ides 
13/16" 1%" 
13/16” 1%" 
13/16” 1Y%5" 
13/16" nn 
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Scrubbing is superior for cleaning... 
nothing scrubs as well as 
brushes made with TYNEX’ 


The smallest break in the chain of 
sanitation control can lead to the 
quick spread of infection. That’s why 
sterilization is so important and why 
more and more brushes made with 
TYNEx nylon filament are being used 
in every phase of hospital cleaning. 

Unlike most brush filling materi- 
als, TYNEX can be sterilized in boil- 


ing water without losing any of its 
outstanding characteristics. Excel- 
lent bend recovery and abrasion re- 
sistance make TYNEX durable—ideal 
for brushing roughsurfacesand clean- 
ing in cracks and crevices. 

Because T'YNEX resists chemical 
attack, it may be used with strong 
cleaning agents. TYNEX absorbs lit- 


tle moisture and dries quickly; thus 
does not encourage the growth of 
bacteria and fungi. Sono matter what 
the use, specify brushes made with 
Du Pont TYNEx nylon filament. 
For more about TYNEx nylon fila- 
ment and a list of manufacturers 
who make brushes filled with TYyNEx, 
fill in and send the coupon below. 


E.I.du Pont de Nemours & Co. (Inc.) 
Advertising Dept. H-816, Room 2524, 
Nemours Bldg., Wilmington 98, Delaware 


REG. U. 5. PAT. OFF 


BETTER THINGS FOR BETTER LIVING ... THROUGH CHEMISTRY ee 


NYLON FILAMENT 


For every use... the best brushes are made with TYNEX » 


Pleasesend me more information on TYNEX. 


Name 





Firm Name 





Street Address 





City. State 
in Canada: Du Pont of Canada Ltd., P.O. Box 660, Montreal, Que. 
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emulsion waxes should be used. 


CARE OF LINOLEUM 


Linoleum differs considerably 
from other types of resilient floor- 
ing in structure, but does not differ 
much in the kind of maintenance 
that it requires. It may be cleaned 
with neutral soaps and synthetic 
detergents, but not with alkalies. 
Alkaline cleaners, if used, will ap- 
parently clean linoleum well, but 
late damage will show up because 
alkali ruins the covering. Too 
much water will also damage lino- 
leum by causing the backing to 
decay. When this happens, the li- 
noleum cracks and eventually dis- 
integrates. 

Wet and dry steel wool clean- 
ing, and occasional use of abra- 
sives, may be a satisfactory substi- 
tute for mopping or scrubbing of 
linoleum. If abrasives are used, 
they should not be alkaline. Lino- 
leum may be waxed with either 
a solvent or water type wax. Seal- 
ers, varnishes, lacquers and shel- 
lacs should not be used on lino- 
leum, however, because they will 
cause the covering to harden, 
crack and disintegrate. 

If linoleum has been damaged 
by the use of alkaline cleaners, and 
if the damage is not too great, the 
linoleum may be restored to some 
extent by an application of hot, 
boiled linseed oil. 


CARE OF CORK TILE 


Cork tile is very similar to lino- 
leum in its maintenance require- 
ments; in fact, it belongs to the 
same family. Therefore, the same 
cleaners may be used on cork tile 
as may be used on linoleum. Water 
has the same deleterious effects on 
cork tile as on linoleum, so it 
should be used sparingly. 

One advantage of cork tile is 
that it may be sanded to remove 
stains and discolorations. Unless 
a maintenance man is an expert 
sander, he should use a conven- 
tional sander, rather than a drum 
sander, on a cork tile floor. If it is 
necessary to sand cork tile, it 
should be given one coat of a pene- 
trating sealer afterwards. The floor 
should then be gone over with #0 
steel wool and waxed. 

Oily sprays, dust mops and 
sweeping compounds should not be 
used on cork tile flooring. The 
manufacturers recommend waxing 
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for all cork tile floors. Wax may 
be either solvent or paste for the 
first few coats; then a water emul- 
sion wax may be used, if preferred. 

No form of alkali should be used 
on cork tile. Nonalkaline abra- 
sives may be used to clean very 
soiled cork tile floors, or steel wool, 
wet scouring may be done. Dry 


buffing with steel wool may be 
satisfactorily substituted for mop- 
ping or scrubbing. 

Of major importance in the care 
of any type of resilient flooring is a 
regular program of maintenance 
performed by trained personnel 
using the right equipment and 
materials in the proper way. . 





NOTES AND COMMENT 





ORMALLY, A REGULAR program of floor care will preserve the life 
N and beauty of resilient flooring. Occasionally, a product whose 
chemical action is inimical to the durability and appearance of resilient 
flooring will be spilled on a tile floor. Emergency treatment must be 
given immediately to prevent permanent damage. The accompanying 


chart, “How to Remove Stains 
from Resilient Floors,” concisely 
outlines the best treatment for 





each type of resilient floor to pre- 


vent staining and discoloration. 


How To Remove Stains From Resilient Flooring 





LINOLEUM, 


RUBBER TILE, 
“SOLID” 


TYPE OF 
STAIN 


LINOTILE 
VINYL SHEET 
FLOORING 


ASPHALT TILE, 
VINYL ASBES- 
TOS TILE 


VINYL TILE, 
CUSTOM 
VINYL 
CORK TILE 


CORK TILE 








Tar 

Grease, oil 
Candle wax 
Chewing gum 


(3, 8) 


(3, 5, 7, 10) 


(3, 5, 7, 10) 





Rubber heel marks 


Shoe polish 


(8); if stub- 
born, (5, 10) 


(5, 7, 10) 


(5, 7, 10) 


(8) 











Coffee, fruit juice 
Alcohol, iodine 
Mercurochrome 
Ink 

Mustard, catsup 


(1, 4, 10) or 
(5, 7, 10) 


(1, 4, 10) or 
(5, 7, 10) 





Cigarette burns 
Rust, mildew 
Blood, dye 
Grass stains 


(1, 4, 10) or 
(5, 7, 10) 


(5, 7, 10) 


(1, 4, 10) or 
(5, 9) 





Paint, varnish 
Nail polish 
Solvents, lacquer 
Cleaning fluid 


(1, 4, 10) or 
(3, 5, 7, 10) 


(1, 4, 10) or 
(3, 5, 7, 10) 


(1, 4, 10) or 
(3, 5,7, 10) 


(1, 4, 10) or 
(3, 5, 9) 





Shellac 


(1, 4, 10) or 
(6, 10) 


(1, 4, 10) or 
(6, 10) 


(1, 4, 10) or 
(6, 10) 


(1, 4, 10) or 
(6, 10) 








Acids 
Lye, alkalies 
Soap stains 





(1, 2, 10) or 
(5, 10) 





(1, 2, 10) or 
(5, 10) 





(1, 2, 10) or 
(5, 10) 





(1, 2, 10) or 
(5, 10) 





Source: Armstrong Cork Co. 


. If freshly spilled, take up immediately with blotting action. 
. Wash area with rag dipped in water. 
. If dry, remove excess with putty knife. 
. Wash with cloth dipped in a chemically neutral liquid cleaner, then rinse. 
. Rub with #0 steel woo! dipped in a chemically neutral cleaner, then rinse. 
. Rub lightly with cloth dipped in alcohol, then rinse. 
. If Method 5 fails, dust with mild household abrasive cleaner, then rub 

with #0 steel wool dipped in a chemically neutral liquid cleaner. Rinse. 


. Rub lightly with cloth or #0 steel wool to which a solvent wax has been 


METHODS OF STAIN REMOVAL (to be performed in order shown in chart above): 


applied. Wipe with clean cloth before wax dries completely. Buff when dry. 


. Sand deep stains with #00 sandpaper, then apply paste wax. Buff. 


. Wax when dry. 
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hook neviews 


Anthology of medical sociology 


SOCIOLOGICAL STUDIES OF HEALTH AND 
SICKNEss. Dorrian Apple, editor. 
New York, McGraw-Hill, 1960. 
350 pp. $7.50. 

The specialty of medical soci- 
ology is relatively new; this sec- 
tion of the American Sociological 
Society, formed one year ago, has 
only 350 members. Most of the 
activities of these behavioral scien- 
tists have been performed in men- 
tal hospitals (where psychiatrists 
were quick to recognize their skills 
in analyzing behavior and rela- 
tionships among patients, and be- 
tween patients and professional 
staffs) and in schools and depart- 
ments of public health (where 
they have been concerned with the 
social forces affecting patient care). 

With two notable exceptions*, 
reports by medical sociologists on 
the interplay of groups at work in 
the general hospital have been 
limited to the field of nursing, with 
which they have developed a close 
affinity. The other power centers 
of the hospital hierarchy—the phy- 
sician and his medical staff, the 
administrator and his management 
team and the governing board— 
still await detailed study and con- 
clusions. 

This pattern is continued in So- 
ciological Studies of Health and 
Sickness, an anthology sponsored 
jointly by the Russell Sage Foun- 
dation and the Boston University 
School of Nursing, which brings 
together 22 unrelated articles and 
extracts of books that have been 
published during the last 15 vears. 
The editor attempts to give them 
continuity by arranging them in 
four groupings: recognition of the 
need for health care. the patient’s 
point of view, psychosocial proc- 
esses in illness and organization of 
hospitals. Each section is intro- 
duced by an excellent review of 
the main sociological concepts in- 
volved, such as the influence of 
culture and social and economic 
class. 

* Rurline, Temvle: Lentz, Edith M.; and 
Wilson, Robert N. The Give and Take in 
Hosnitals. New York, Putnam, 1956. 


Jaco, E. Gartly. Patients, Physicians ons 
Iliness. Glencoe, I1l., The Free Press, 1958 
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Although such concepts may be 
universal, it will be discouraging 
to workers in the health profes- 
sions who are not students of the 
behavioral sciences to learn that 
application of these concepts is 
illustrated by analyses of (1) 
medicine in mestizo communities 
of Peru and Chile, (2) 60 years 
of child-training practices (sub- 
titled Revolution in the Nursery), 
(3) the relation of mental illness 
in a Navajo Indian to the culture 
of the subgroup and the personality 
of its members and (4) a dispro- 
portionately large number of psy- 
chiatric situations. 

The hospital administrator who 
looks hopefully to the section on 
the organization of hospitals for 
more familiar ground will find that 
three of the six unrelated articles 
deal with behavioral studies in 
psychiatric hospitals, and one de- 
scribes the British hospital system 
following its nationalization. Only 
two existing situations can be 
identified easily: (1) morale in a 
business office and (2) the ritual- 
ized and frequently irrational pro- 
cedures that characterize care in 
a tuberculosis hospital. 

Administrators or nurses who 
already have had sufficient expo- 
sure to the concepts of behavioral 
science to enable them to relate 
unfamiliar illustrations to the daily 
problems they encounter will find 
that this book has limited value. 
Its worth to neophytes or to those 
seeking objective analysis of the 
fundamental forces at work in 
health and sickness is question- 
able.—Davin LitTaver, M_D., ex- 
ecutive director, The Jewish Hos- 
pital of Saint Louis. 


Occupational health study 


NATIONAL HEALTH Forum, 1960: THE 
HFALTH OF PFOPLE WHO Work. 
Albert Q. Maisel. editor. New 
York, National Health Council, 
1960. 268 pp. $4.50. 

This book reports the National 
Health Council’s 1959 National 
Health Forum and offers much 
valuable-material. However, it fails 


also: 
Occupational health study 


to consider two large categories of 
“people who work”: hospital and 
agricultural workers. 

The book’s excellent index, titles 
and outlines of the chapter con- 
tents are a great help to the reader. 
The book consists almost wholly of 
direct quotations from participants 
in the Health Forum. The length of 
the quotations from some of the 
participants, however, does not 
correspond very closely with the 
authority accorded them in the 
areas in which they are quoted. 

Too few authoritative guiding 
statements are cited in the volume 
for the reader seeking and needing 
guidance. While two pages are 
devoted to a statement promul- 
gated in 1942 by the Council on 
Occupational Health of the Ameri- 
can Medical Association only scant 
mention is made of its 1957 state- 
ment on “Scope, Objectives and 
Functions of Occupational Health 
Programs”, and none is made of its 
other recent authoritative state- 
ments. 

The title of the book, its chapter 
headings and many of the quota- 
tions—whether through design or 
inadvertence—tend to equate oc- 
cupational health with the health 
of people who work. The reader 
is not specifically told that he could 
learn the distinction between the 
two areas from the above men- 
tioned statement on “Scope, Objec- 
tives and Functions of Occupation- 
al Health Programs.” He is further 
hindered from learning this dis- 
tinction by a chapter devoted to 
medical care which goes beyond 
its ostensible purpose of simply 
apprising the industrial medical 
director of his responsibility to 
advise management on medical 
care programs. 

Appendix A in the volume lists 
as “sources of help on occupational 
health” the National Health Coun- 
cil’s member organizations, some 
of which undoubtedly have nothing 
to offer in this area—B. DIXxoNn 
HOLLAND, Director, Department of 
Occupational Health, American 
Medical Association. 
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farsonnel changes 


@ Robert K. Adier has been pro- 
moted to associate executive direc- 
tor of Jewish Hospital of Brooklyn, 
N.Y. For the past 10 years, he had 
served with that hospital in turn 
as a social worker, administrative 
assistant, and assistant director. 
, Mr. Adler has a master’s degree 

from Columbia University. 


@ Richard B. Anderson has been ap- 
pointed administrator of Gnaden 
Huetten Memorial Hospital, Le- 
highton, Pa. 


@ Roderic M. Bell has been ap- 
pointed administrator of a pro- 
posed Presbyterian Hospital, Dal- 
las, Tex. A fund campaign for 
the hospital is planned to begin in 
May 1962. Prior to his appointment 
Mr. Bell was assistant administra- 
tor of Dallas County Hospital, 
Dallas. 


@® eon Bernstein has been ap- 
pointed administrator of Mount 
Sinai Hospital and Clinic, Los 
Angeles. He was previously as- 
sistant director of Mount Sinai 
Hospital in Cleveland. 


@ George H. Cowen Jr. has been 
appointed administrator of Wadley 
Hospital, Texarkana, Tex., suc- 
ceeding David K. Huffman, who re- 
signed. Mr. Cowen was formerly 
assistant administrator of North- 
west Texas Hospital, Amarillo, 
Tex. 


@ Don Fleming has been named 
assistant administrator at Alham- 
bra (Calif.) Community Hospital. 
He has a master’s degree in hospi- 
tal administration from University 
of California at Berkeley. 


@R. E. Glascow has been ap- 
pointed administrator of Wood- 
ward (Okla.) Memorial Hospital 
Foundation. He succeeds J. E. Sum- 
mers, who resigned. For the past 
10 years, Mr. Glascow had been ad- 
ministrator of Alva (Okla.) Gen- 
eral Hospital. 


@ David K. Huffman (see Cowen 
item). 
@ Rex C. Magee (see Mehle item). 


@ R. M. Manvel has been appointed 
administrator of Fayette Memorial 


84 





Hospital, Connersville, Ind., suc- 
ceeding Velda M. Webster, who 
resigned after 
six years as ad- 
ministrator of 
the hospital. Mr. 
Manuel was for- 
merly adminis- 
trator of Henry 
County Me- 
morial Hospital, 
Mount Pleasant, 
Iowa. He is a 
graduate of the 
University of 
Minnesota course in hospital ad- 
ministration. 


MR. MANUEL 


@ Edwin C. Mehle has been ap- 
pointed administrator of Memorial 
Hospital of Sweetwater County, 
Rock Springs, Wyo. For the past 
three years, he had been adminis- 
trator of Dr. I. W. Allen Hospital, 
Moab, Utah. Mr. Mehle succeeds 
Rex C. Magee, who resigned last 
March. 


@ Joseph F. Shuckerow has been 
appointed assistant administrator 
at Staten Island (N.Y.) Hospital. 
He holds a master’s degree in hos- 
pital administration from Columbia 
University. 


@ Maj. Gen. Jack W. Schwartz, com- 
manding general of Tripler U.S. 
Army Hospital, Honolulu, has been 
named commander of Letterman 
Army Hospital, San Francisco. Brig. 
Gen. Achilles L. Tynes, now command- 
ing Letterman Army Hospital, was 
appointed to succeed Gen. 
Schwartz. 


@ Sister Elizabeth Bernard, S.S.J., R.N., 
has been appointed administrator 
of Mercy Hospital, Monroe, Mich. 
Her former positions in the hospi- 
tal field were at Borgess Hospital, 
Kalamazoo, Mich., and at St. 
Joseph Hospital, Flint, Mich. 


@ Sister M. Felicitas, $.F.P., has been 
appointed administrator of St. 
Michael’s Hospital, Newark, N.J. 
She was formerly administrator of 
Margaret Mary Hospital, Bates- 
ville, Ind. 


@ Ronald N. Strand has been ap- 


pointed administrator of Twin City 
Hospital, Dennison, Ohio. Mr. 
Strand is a graduate of the Uni- 
versity of Michigan, Ann Arbor, 
program in hospital administration. 


@J. E. Summers (see Glasgow 


item). 


@ William A. Taylor has been ap- 
pointed administrator of Variety 
Children’s Hospital, Miami. He was 
formerly hospital consultant with 
the Florida State Board of Health. 


@ Brig. Gen. Achilles L. Tynes (see 
Schwartz item). 


@ Velda M. Webster (see Manuel 
item). 


@ George F. Walls has been pro- 
moted from assistant director to 
director of Highland View Hospi- 
tal, Cleveland. He succeeds Roger 
W. Marquand. Mr. Walls joined 
the staff of Highland View Hospi- 
tal in 1952 after receiving a degree 
in hospital administration from 
Northwestern University. Mr. Mar- 
quand has been promoted to hos- 
pital administrator of Cuyahoga 
County, Ohio. 


Deaths 

John W. Williams, director of 
procurement and supplies since 
1952 at Harris 
Hospital, Ft. 
Worth, Tex., 
died on July 1. 
Mr. Williams 
had been affili- 
ated with the 
Harris Hospital 
for nearly 20 
years, and had 
been very active 
in the hospital 
purchasing 
field. He was one of the organizers 
of the Hospital Purchasing Agents 
Association of Texas and had 
served as the association’s presi- 
dent. He participated in the work 
of the American Hospital Associa- 
tion as chairman of the AHA Ad- 
visory Committee of the Personal 
Membership Department for Hos- 
pital Purchasing Agents and as a 
member of the AHA Committee 
on Purchasing, Simplification and 
Standardization. 


MR. WILLIAMS 
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the traditional warmth of walnut in trend-setting design 
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A —E59-9W-4 Electric Adjustable Height Bed 

B —3-1950 Overbed Table 

C —3-1108S Hi-Back Convalescent Easy Chair 

D—3917S Arm Chair 

E— 3055 Double Chest* 

F —3002 Bedside Cabinet* 

Also available 

© M59-8FW-2 Manual Adjustable Height Bed 
* Patient Controlled Electric Spring 


. 
a SHAMPAINE $i! industry 


*Designed by G. Luss of Designs for Business, Inc. 


The friendly charm of Satin Walnut creates a rich and secure 
atmosphere... in keeping with today’s concept of patient care. 
Functional simplicity ... provides easy cleaning plus 

a trim, uncrowded look in every room. 


Carrom 3000 brings you a craftsman’s choice of Walnut 
woods, Walnut finished hardwoods, Mist White Formica and Satin 
Chrome... all blended into rugged, durable units. 


Trend-setting! ... with ideas and innovations you haven’t seen before! 


WRITE CARROM 3000 PLANNING DIVISION FOR DETAILED INFORMATION 
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LUDINGTON, MICHIGAN 





Here’s the bedpan for hard-to-move patients 


New Jones #395 Fracture stainless steel bedpan has a thin, 
tapered edge that makes it simple to slide under immobilized 
or overweight patients who are so difficult to move. Because of 
its small size the Jones Fracture bedpan can also be used for 
children—yet it has a greater capacity than ordinary bedpans 
of this type. 


Both the Jones #395 Fracture bedpan and the Jones #510 bed- 
pan (see right) are made of heavy gauge stainless steel, fit all bed- 
pan washers, They can be ordered from all surgical supply houses. 


THE Jones #510 stainless steel bedpan fits at an angle so 
the patient rests comfortably on its tapered back edge 
—not humped over as on an ordinary bedpan. It’s 
also contoured to fit buttocks, keep coccyx from 
METAL PRODUCTS COMPANY pressing uncomfortably against metal. 


West Lafayette, Ohio 
HOSPITALS, J.A.H.A. 





Tocd service and dbeleties 


The creative role 


of the 
therapeutic dietitian 


HE dietitian’s team responsi- 

bilities are the same as her 
basic responsibilities; namely, ad- 
ministration, therapy and educa- 
tion. These combined responsibili- 
ties are the major reason that 
dietitians are employed by hospi- 
tals. Their aim is to provide the 
best possible nutrition in a manner 
acceptable to patients, employees 
and staff and at a cost acceptable 
to the hospital administration. 


ADMINISTRATIVE FUNCTIONS 


The therapeutic dietitian’s ad- 
ministrative responsibilities are 
more limited than those of the 
administrative dietitian in the 
main kitchen. The therapeutic die- 
titian nevertheless is responsible 
for: 

1. Interpretation of dietary poli- 
cies and procedures to the medical 
team and the patient. 

2. Enforcement of regulations 
concerning the food service to the 
patients. 

3. Control of food cost (to a 
limited extent) as related to ad- 
ministrative policy. 

4. Reviewing menus that are to 
be served to patients. 


THERAPEUTIC FUNCTIONS 


The major portion of the thera- 
peutic dietitian’s responsibilities, 
however, are concerned with diet 
therapy and education. In diet 
therapy she works with the pro- 


Elsie L. Bakken is therapeutic dietitian, 
a § County Hospital System, Seattle, 
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by ELSIE L. BAKKEN 





The author outlines the administra- 
tive, therapy and education functions 
of the therapeutic dietitian. Special 
emphasis is placed on the dietitian’s 
role in consulting with the physician 
and other members of the medical 
team as well as with the patient con- 
cerning his food likes and dislikes. 





fessional groups and the patients 
being cared for by the medical 
team. Perhaps one can best con- 
vey the therapeutic dietitian’s re- 
sponsibilities by pinpointing the 
qualities of a good therapeutic 
dietitian. 


UNDERSTANDING THE PRINCIPLES 


First of all, the therapeutic die- 
titian must understand the prin- 
ciples behind therapeutic diets. 
She must understand the disease 
that she is treating by diet. She 
must understand the medical care 
of the patient as it relates to the 
dietary treatment. 

The therapeutic dietitian should 
not be so attached to the diet 
manual that she can’t write a diet 
without it, or without memorizing 
it. Incidents have been reported 
where physicians were told that 
they couldn’t have the diet that 
they ordered for a patient because 
it wasn’t in the diet manual. 

The therapeutic dietician should 
not follow “standard diet lists” or 
“menu plans”, because all pa- 


tients’ food habits do not fit into 
these patterns. She would know 
that in order to assure the greatest 
possible cooperation from the pa- 
tient, she must modify each pa- 
tient’s diet to his food pattern. 

A therapeutic dietitian should be 
interested in the people with whom 
she is working, with the patients 
whom she is caring for, and in 
her profession. There are endless 
opportunities for learning. There 
are always new developments in 
dietary and medical treatment. 
There is the constantly changing 
character of the medical team and 
the ever-changing patient popula- 
tion. Lastly, there is the oppor- 
tunity to see the result of the 
team’s effort. All these things seem 
to obviate any possibility for 
boredom. 

Opportunities for the therapeutic 
dietitian to learn from the physi- 
cian, the nurse and the social 
worker are endless. Does she take 
advantage of all these opportuni- 
ties? Does she learn as much as 
she could from patients? 


INTELLECTUAL CURIOSITY 


A good therapeutic dietitian has 
intellectual curiosity. If the diet 
manual states that she may not 
serve citrus juice to a patient, she 
finds out why. If she finds a disease 
that she has never heard of, she 
looks it up. She makes an effort to 
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LIBBEY SAFEDGE GLASSWARE 


Libbey’s 


rane 


COLUMBIAN... 


beautiful Libbey tumblers for every need 
. »» Heat-Treated for extra life 


The graceful contours of Libbey Columbian tum- 
blers provide the utmost in beauty plus durability. 

Each Columbian tumbler is Heat-Treated for 
even greater strength—and is backed by the fa- 
mous Libbey guarantee: “A new glass if the rim 
of a Libbey ‘Safedge’ glass ever chips.” All 
Columbian tumblers are marked with the dated, 
Heat-Treated symbol. You can check for yourself 
the amazing length of time they stay in service. 

For an added touch of distinction, the special 
shape of these tumblers makes them ideal for 
cresting with your emblem or motif. 

See your Libbey Supply Dealer today for full 
information on the complete line of Columbian 
tumblers and the many other Libbey patterns in 
stemware and tumblers. 


AN @ PRODUCT 


Owens-ILuINoIs 


GENERAL OFFICES + TOLEDO 1, OHIO 





find out how the patient’s diet is being received. 

She looks up information on new food items, new 
diets and new methods in order to have them readily 
available when the physician or the nurse calls. She 
then is seldom faced with the problem of answering, 
“I don’t know”. When she must do so, she may be 
forgiven if she promptly obtains the information. 

The therapeutic dietitian should be regarded as a 
source of good information by her colleagues on the 
medical team. She must have accurate information 
and be able to communicate it properly. 

The therapeutic dietitian actively participates in 
the team’s activities. She is not a “desk dietitian”. She 
is not afraid to participate in the team’s activities, or 
to discuss a case freely with members of the team. If 
the therapeutic dietitian is afraid, it is probably be- 
cause she feels she doesn’t know enough. If this is 
the case, she should take advantage of all the oppor- 
tunities for learning, some of which were mentioned 
a moment ago, more of which will be mentioned later. 
If she doesn’t do this, she will revert to being a “desk 
dietitian” and in all probability will become bored 
with her position without realizing that she herself 
is at fault. 

A good therapeutic dietitian takes initiative. Some- 
times therapeutic dietitians report: “The physicians 
don’t even know that we exist”. How could they, if 
the therapeutic dietitians haven’t taken the time to 
introduce themselves and to explain what their work 
is, and where they think that they can be of help. The 
dietitian is free to make suggestions about the pa- 
tient’s diet and to make observations concerning the 
patient. Perhaps the dietitian is the only one who 
observes a particular thing about a patient. If she is 
cooperating to the fullest possible extent on the team, 
she will not be afraid to speak or make suggestions, 
because she will know that such observations are 
appreciated by the medical team. 

If the dietitian believes that it is time for John Doe 
to come off the liquid diet, does she talk with the 
nurse to see if she knows anything different about 
the patient? If there still appears to be no reason for 
Mr. Doe to remain on the liquid diet, does she call 
the physician to see if a different type of diet can 
be given? 


FOLLOWING THROUGH 


A good therapeutic dietitian follows through. When 
she is told that Jane Smith is going to have a gall 
bladder series tomorrow, she does not forget, because 
she is busy at the time, to make arrangements for the 
test diet tray that evening. 

The therapeutic dietitian has a full appreciation for 
the medical team and all its members, and she realizes 
that all members are working toward one common 
goal, the care of the sick. 

If the therapeutic dietitian possesses all of these 
qualities, it is not necessary to ask the next two 
questions. Is she cooperative? Do the members of 
the team like and respect her? 

The therapeutic dietitian’s responsibilities to the 
patient are numerous. In order to construct a diet 
properly for the patient, she needs to have a great 
amount of information, none of which she can obtain 
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without talking to the patient. 
This again rules out the “desk 
dietitian”. 

Patients enjoy the dietitian’s 
visit, because they have the oppor- 
tunity to tell her things about their 
diets and to learn about the hos- 
pital diet. Most patients are un- 
familiar with hospital diets. Most 
dietitians have had an experience 
with a patient on a sodium re- 
stricted diet whose roommate 
offered him salt because he thought 
that the hospital had forgotten to 
include some on the tray. Whom 
should the dietitian blame—her 
patient, his roommate or herself 
for not having talked with both 
patients? 

The therapeutic dietitian needs 
to remember that every patient 
considers himself an expert on 
food. If she does, she will probably 
approach her patient with more 
tolerance. The patient has every 
right to tell the dietitian how he 
wants his food cooked. 


KNOWING THE PATIENTS 


The dietitian should know the 
type of patient that she is feeding. 
In general, dietitians don’t impose 


their food likes, dislikes, social and 
religious feelings on strangers, so 
why should they on their patients? 
Patients want to have their likes 
and dislikes considered when the 
dietitian writes diets. 

The dietitian should remember 
how hospitalization may affect the 
patient. Certain drugs, tests and 
other procedures may cause pa- 
tients to react unfavorably to food. 
In some medical schools, students 
are required to undergo some pro- 
cedures and tests to demonstrate 
to them how their patients will re- 
act. Perhaps dietitians should have 
the same experiences. Certainly 
the dietitian is obligated to find 
out how low sodium foods taste. 
Perhaps if the dietitian knew what 
a dietary restriction meant to the 
patient, she would be in a better 
position to help him. 

The dietitian should know how 
food habits are created. She needs 
to understand how social, cultural 
and economic factors as well as 
religious beliefs affect the way 
that a person eats. She should give 
proper consideration to these fac- 
tors when she writes the patient’s 
diet. If she ignores these influ- 


ences, the patient may simply re- 
fuse to eat. If the dietitian visited 
her patient, she would know these 
things before serious difficulty 
arises. Needless to say, the patient 
will be much happier if he knows 
that his habits are being con- 
sidered, 

The dietitian should believe that 
she can learn from patients. Pa- 
tients often have excellent sugges- 
tions for menus and new recipes 
and practical suggestions about the 
method of tray service. The dieti- 
tian may even find ways of help- 
ing other patients adjust to their 
diets. 


EDUCATION FUNCTIONS 


The dietitian’s third responsi- 
bility is education. Her educational 
responsibilities are not limited to 
the patient; they include her own 
education as well as the education 
of the other members of the medi- 
cal team. 

Let us consider the dietitian’s 
own education. Once she has fin- 
ished her internship, she should 
not regard the end of her intern- 
ship as the end of her education. 
Therapeutic dietetics is not the 





HOSPITAL TRAY SERVIC 


in Sanitary Stainless Steel 


Durable, economical, 
attractive. A complete 
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in stainless steel, in- 
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Legion Dri-Hot plate* 
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transportation of com- 
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kitchen to bedside, 
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peratures for a mini- 
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DRI-HOT PLATE UNIT 

09-HP3 


$-15 
@ SUGAR BOWL S-702H 
4” O.D. x 2%" hi. 4 oz. cap. 
@ CREAMER S-8014 
3%” O.D. x 2%2” hi. 4 oz. cap. 
@ SUNDAE CUP LEGCO 4022 
3%” O.D. x 2%” hi. 5 oz. cap. 
@ VACUUM BOWL S-1151VH* 
5” dia. x 2%" D 10 oz. cap. 
© lLegco 10 BEVERAGE SERVER 
3” O.D. x 3%” hi. 10 oz. cap. 
Also available, Vacuum Beverage Server. 
Legco VH10 3%4” diam. I.D., 
4%2" hi. 10 oz. cap. 
One piece no-drip sanitary spout, cover 
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same today as it was 10 years ago. 
Medicine has made great advances 
—so great, that one would think 
that some therapeutic diets are no 
longer necessary. Other diets have 
come into being, or are being used 
for different reasons. 

Concurrently, she will have to 
keep abreast of the advances in 
foods and nutrition. There are new 
methods of processing, new prod- 
ucts and improvements in prepara- 
tion and serving techniques. Does 
she know how these new methods 
affect therapeutic diets? Is she able 
to make judicious use of the recent 
information on saturated and un- 
saturated fatty acids, on phenyl- 
ketonuria, and on the use of the 
gluten-free diet in the treatment 
of celiac disease? 


KEEPING ABREAST OF ADVANCES 


How is the therapeutic dietitian 
to learn all these things? She 
keeps up with journal reading, and 
takes advantage of institutes and 
professional meetings. She consid- 
ers graduate study. Not everyone 
is able to take one to two years for 
graduate study, but everyone is 
able to read and make use of exist- 
ing resources. 

Some hospitals have been gen- 
erous in providing time and/or 
expenses for the dietitian’s con- 
tinuing education, but is this the 
only time the dietitian advances? 
If the hospital isn’t able to pro- 
vide this assistance, what does she 
do? Hospitals pay dietitians to keep 
their knowledge up-to-date, and 
to know their business. The author 
is not ready to admit that a hos- 
pital should have to provide en- 
tirely for the dietitian’s continuing 
education. 

If the dietitian is employed by 
a hospital where there has been 
no dietitian, she is expected to take 
the initiative in acquainting the 
medical team with her duties and 
responsibilities. She shows mem- 
bers of the team how she can be 
of assistance to them as well as to 
the patient. She should take the 
responsibility for teaching the team 
members some of the things they 
need to know about diet therapy, 
such as: 

1. The therapeutic diet possibil- 
ities available to them. 

2. Principles behind therapeutic 
diets. 

3. The hows and whys of foods 
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allowed or not allowed to the 
patient. 

4. The patient’s anticipated re- 
action to the diet. 

5. How well the patient can be 
expected to follow the diet at 
home. 

The therapeutic dietitian should 
also acquaint the team members 
with the fact that, even though 
the patient is on a normal diet, 
he may also need assistance. She 
has as much responsibility to the 
patient who does not require die- 
tary modification as to the patient 
who does. 


TEACHING THE TEAM 


Of course, the teaching dietitian 
is responsible for having begun 
the dietary education of the team. 
However, the teaching dietitian 
rarely has enough time with med- 
ical students to teach them all the 
things that they need to know 
about diet therapy. 

Some medical schools provide 
for seven hours of class instruc- 
tion in diet therapy by a dietitian; 
others do not allow even that 
short amount of time. How much 
can a dietitian teach medical stu- 
dents in seven hours? Not very 
much—all the more reason for 
subsequent instruction in the hos- 
pital by the therapeutic dietitian. 

In some schools of nursing, the 
integrated method of teaching is 
being used. In this method, all 
points of view are presented con- 
cerning the care of a particular 
disorder. This method, the author 
believes, is preferable to assigning 
student nurses to the diet kitchen 
or to a ward dietitian where the 
student “writes the dietitian’s spe- 
cial diets”. Even with this im- 
proved method of instruction, the 
student nurse will not be exposed 
to all necessary facets of diet ther- 
apy. What then becomes the re- 
sponsibility of the therapeutic die- 
titian? She is now, more than ever, 
required to supplement the nurse’s 
or physician’s information con- 
cerning diet therapy. The dietitian 
should understand that this proc- 
ess is not a “one-way street”. 
Physicians and nurses can teach 
the dietitian a great deal if she 
will indicate her willingness to 
learn. 

The dietitian’s responsibility for 
the education of the patient is 
great. Fulfilling this responsibility 


requires that she know something 
about the intelligence of the pa- 
tient, his home life and resources 
and whether he has had previous 
instruction. 

The dietitian should know such 
things as whether the patient lives 
alone and whether he cooks for 
himself. She should be able to 
suggest to him that others are in 
the same situation and that per- 
haps one or two of them might 
get together and help each other. 
She should be able to help the 
family which is faced with a “spe- 
cial diet” for one of its members. 

The dietitian needs to use all 
available methods of instruction. 
The selective menu, properly used 
for all patients, including the “spe- 
cials”, is one of the best devices 
for instructing patients. Of course, 
there is difficulty in working out 
its use. Ideally, it would be well 
to have enough dietitians so that 
the menu could be checked with 
the patient at the time that he is 
making his selection. The time to 
check the menu is at the bedside 
not in the main kitchen. If the 
dietitian later removes a food item 
that has been checked by the pa- 
tient, he has a right to be upset 
the next day when he is served. 

Despite the possibilities of the 
selective menu, everyone may not 
be able to use it. What does the 
dietitian do then? She makes cer- 
tain that every time she visits the 
patient she gives some instruction. 
This will help to eliminate the hur- 
ried instruction that invariably 
accompanies the last-minute dis- 
charge of the patient. When she 
and the patient finally arrive at 
the instruction period, the dietitian 
will know a great deal about the 
patient and she will be able to 
write a diet suited to his needs. 
She will have shown the patient 
that she is concerned about his diet 
and that she is willing to help him 
with it even after he is discharged 
from the hospital. The dietitian 
will also help the patient with the 
economic aspects of the diet, and 
will know where he can obtain the 
dietetic foods that may be re- 
quired. 

The dietitian should consider the 
possibilities of organized classes in 
the hospital to supplement indi- 
vidual instruction. 

The dietitian must realize that 
all patients are not able to grasp 
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everything in one interview. She 
should not become discouraged by 
the patient’s failure after repeated 
instruction. Acute nutritional dis- 
eases have been largely eliminated 
in this country. This has been done 
not only through the efforts of the 
dietitians, but also through the 
efforts of the entire medical team. 
Many advances have been made 


toward good nutrition of the gen- 
eral public. This again is not the 
work of one person, or one dieti- 
tian, but the work of all those 
concerned with the patient’s wel- 
fare. Therefore, the therapeutic 
dietitian should not be discouraged 
by one or more of her patients, 
but should think in terms of gen- 
eral progress. 2 





NOTES AND COMMENT 





Patients at Colorado hospital favor 


flapper pudding 


Flapper pudding and savory onions are menu favorites with patients 
at St. Mary-Corwin Hospital, Pueblo, Colo., reports the hospital’s die- 
titians. These menu items have been included on the fall set of cycle 
menus for the North-Northwest, beginning below. 

Recipes for these menu items follow. 


FLAPPER PUDDING 
(100 servings) 
1% Ibs. butter 





2\%4 qts. sugar 
18 eggs, well-beaten 
1 gal. pineapple, crushed 


1% Ibs. nuts, chopped 
1 Ib. graham crackers 


1. Cream butter and sugar. 

2. Add well-beaten eggs. 

3. Add pineapple and nvts. 

4. Cover bottom of two pans (23 
by 13%”) with crushed graham 
crackers; spread with a layer of 
pudding mixture. 

5. Repeat three times, Chill. 


SAVORY ONIONS 
(100 servings) 
25 lbs. medium onions (Bermuda) 
2 c. brown sugar 
\% e«. salt 
1% tsp. pepper 
2% ats. chili sauce 
3% lb. melted butter or shortening 


1. Arrange peeled onions in bak- 
ing pans; steam until tender. 

2. Drain off most of the liquid; 
baste with the mixture of remain- 
ing ingredients, and bake until 
glazed, approximately 20 minutes.® 








Fall Cycle Menu 


for the North-Northwest =< 
AX 





Fie 21-pay selective fall cycle 
menu and market orders for 
perishables are designed for hospi- 
tals in the North-Northwest. These 
menus, which are to be used during 
September, October and November, 
feature foods popular in the north- 
ern and northwestern parts of the 
country. 

The menus in this issue are the 
final set in a four-part series of 
fall cycle menus published in 
this Journal. Fall cycle menus for 
the Midwest were included in the 
July 1 issue of HOSPITALS, JOUR- 
NAL OF THE AMERICAN HOSPITAL AS- 
SOCIATION. The South-Southwest 
fall cycle menus were published 
in the July 16 issue of the Jour- 
nal. The East menus were included 
in the August 1 issue. 

In planning the menus, careful 
consideration has been given to 
keeping the menu and food pro- 
duction operation simple for the 
smaller hospital. A moderate to 
low cost food budget was used. 

This cycle menu features a choice 
of entree, vegetable, salad and des- 
sert on the noon and night menus. 
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Two cereals and two fruits are 
offered on the breakfast menu. 
Since one of the choices offered 
is designed for use on modified 
diets, these menus can be used for 
both normal and modified diets. 
The letter (F) following certain 
items on the menu indicate that 
this item is to be served on the 
full or normal diets, while those 





The summer cycle menus, published 
in the April and May issues of this 
Journal, may be used during August. 
The Midwest and South-Southwest cycle 
menus were included in the April 1 
and 16 issues, respectively. The May 1 
and 16 issues featured cycle menus 
for the East and North-Northwest, re- 
spectively. 





labeled (S) are for the soft and 
other modified diets. Where the 
letters (FS) appear, the menu item 
can be served on both the full and 
soft diets. 

The market order for perishables, 
which accompanies each week’s 
menu, lists the meats, seafood, 
poultry, and fresh and frozen fruits 


we 


and vegetables that a 50-bed hos- 
pital will need to produce the 
menu. The amounts are computed 
on the basis of serving 100 patient 
and personnel meals at breakfast, 
125 at noon and 100 at night. By 
using a multiple of 50, larger hos- 
pitals can easily arrive at their 
market orders. 

The market order includes all 
portion-ready meats, oven-ready 
roasts, portion-ready seafood, evis- 
cerated poultry and other pre-pre- 
pared items. 

An added feature of this menu 
service is the standard storeroom 
inventory, a list of supplies that a 
50-bed hospital should have in the 
storeroom at the beginning of each 
21-day cycle. The items included 
are cereals and farinaceous prod- 
ucts, canned fish, canned fruits and 
fruit juices, dried fruits and vege- 
tables, jellies, cake and pudding 
mixes, pickles, canned soups and 
canned vegetables. 

The standard is available upon 
request from the American Hospi- 
tal Association, 840 North Lake 
Shore Drive, Chicago 11, III. 
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Ist WEEK NORTH-NORTHWEST FALL SELECTIVE CYCLE MENU 
(MENUS TO BE USED DURING SEPTEMBER, OCTOBER AND NOVEMBER) 


— prepared by the dietary department 
St. Mary-Corwin Hospital, Pueblo, Colo. 





breakfast 


night 
Pink Lemonade (FS) 





a Juice (S 
vow} ubarb 
“a vp whee (F) 


Malt Meal Cerea! 
or Bran Flake Cereal 
Bacon 


monday 


Toast 


Consom 

Spathett with Meat Sauce (FS) or Roast Beef with Gravy 
French Cut Green Beans (FS) or Buttered Broccoli 

Mixed Fruit Salad or Chef's Salad with Cheese Cubes 
Macaroons or Sherbet (FS) 


Baked Chicken ( why F or Braised Short Ribs of Beef 
Mashed Potatoes 


Buttered oa us (S) or Stewed Tomatoes (F) 
Spiced Apple Salad or Shredded Lettuce with Italian Dressing 
Pecan Pie (F) or Royal Anne Cherries in Syrup (S) 





Stewed a 


in ah 2 
_— Juice (FS) 
Oatmea 
or Ready to-Eat 
heat Flake 
Cereal 
Scrambled Eggs 
Toast 


Vegetable ore 

Breaded Veal Cutlet (F) or Braised Sirloin Tips (S) 

Buttered Rice (FS) 

Glazed wey Sticks (FS) or Buttered Cauliflower 

Banana-Nut Salad #) or Lettuce yy > my _— Cheese Dressing 
Flapper Pudding (F) or Nectarines in Syrup (S 


Chilled Apple Juice (FS) 
Grilled Pork Chop or Roast Leg of Lamb with Mint Jelly (FS) 
Scalloped Potatoes (FS) 
Harvard Beets (FS) or Buttered Peas 
ny Gelatin Salad with American Cheese 
Salad with Swiss Chalet “yp! 
Cup Cake with Coconut Icing or Frosted Peaches in Syrup (FS) 





Grape Juice 
or Applesauce (FS) 
Whole Wheat Cereal 
or Puffed Wheat 
Cereal 
Soft Cooked Egg 
Cinnamon Roll 


Barley Sou 

Meat Loaf (FS) or Chicken Salad Plate 

Cheese French Fried Potatoes (F) 

Buttered Wax Beans (FS) or Buttered Corn 

Spiced Peach Salad or Green Garden Salad 

Old Fashioned Oatmeal Cookies or Fruited Cherry Gelatin (FS) 


Pineapple Juice 
jam with Fruit Sauce (F) or Liver and Bacon (S) 
Candied Sweet Potatoes (F: 
French Fried Eggplant ir) or Buttered Spinach—Lemon Wedge (S) 
Fruited Pear Salad 
or Julienne Vegetable Salad with 1000 Island Dressing 
Black Walnut Ice Cream (F) or Chocolate Eclairs (S) 





Stewed Prunes 

or Blended 

_ Juice (FS) 

Farina 

or Sugar Coated 

Cereal 

Link Sausages 
Toast 


thursday | wednesday} tuesday 


Minestrone (F) 





Broiled Beef Patty (S) (S) *; <a Steak (F) 
Buttered Cubed Potatoes ( 

Savory Onions or Buttered. Beets (F 
Crispy Relishes or Grape-Celery- 
Frosted Peach Halves (FS) or 


Nat bated (F) 


ate Bars 


Blended Vegetable Cocktail 
Roast Leg of Veal (FS) * city Chicken 

Oven Browned FS) 

Buttered Brussels oe (F) or Buttered Asparagus (S) 

Raspberry Gelatin with Peach or Lettuce Wedge with French Dressing 
Angel Food French Torte (FS) or Apricots in Syrup 





Pear Nectar (FS) 
or Banana Slices 
Rolled Wheat Cereal 
or High Protein 
Cereal 
Poached Egg 
Toast 


Hawaiian Punch 
French Fried Shrimp (F) or Salmon Loaf with White Sauce (S) 
Parsleyed Potatoes (FS) 
Stewed Tomatoes with Celery or Buttered Peas and Carrots (FS) 
Shredded Lettuce with Hard Cooked Egg and Roquefort Dressing 
or Molded Gelatin Salad 
Butter Cream Orange Cup (S) or Fresh Fruit Cup (F) 


Cream of Mushroom Soup 

Baked Haddock in Temeto Sauce (FS) or Scalloped Scallops 
Potato Patties (FS) 

Buttered Succotash (F) or eyed potench (S) 

Macaroni Salad or Mixed Fruit Salad 

Jelly Roll (FS) or Pineapple Chunks in Syrup 





Grapefruit Juice (S> 
or Purple Plums in 
Syrup (F) 
Wheat Farina 
or Puffed Rice Cereal 
Bacon 
Toast 


Chicken- ae Soup 

Creamed Chipped Beet « on Toast (FS) or Minute Steak 

Buttered Noodles 

Buttered Green Beans (S) or Buttered Parsleyed Cauliflower (F) 
Peach Delight Salad or Cole Slaw 

Marble Pudding or Canned Pears in Syrup (FS) 








Limeade 
Beef Pot Pie (F) or Veal Rosette with Bacon (S) 
Duchess Potatoes (F 
Buttered Beets (F) or Baked Hubbard Squash (S) 
Lettuce and Tomato Wedge with Garlic Dressing (F) 
or Peach-Cottage Cheese Salad 
Burnt Sugar Cake with Caramel Icing (FS) 
or Whipped Raspberry Gelatin with Whipped Cream 





Baked Apple 

or Prune Juice (FS) 
Oatmeal 

or Cornflakes 
Scrambled E; 
Pecan Rolls 


Y 
E 
A 
3 
: 





(F)—Full Diet 


Demple Freeze 

Roast Turkey with Dressing and Gravy (FS) or Canadian Bacon 
Mashed Potatoes (FS) 

Buttered Broccoli Spears (F) or Creamed Peas (S) 

Cranberry Gelatin Salad or Shredded Lettuce with French Dressing 
Strawberry Cheese Cake (F) or Orange Sherbet (S) 





(S}—Soft Diet 





Beef-Noodle Sou 
ea — a Bow (F) or Broiled Loin Lamb Chop with Mint Jelly (S) 


Buttered eyok. Rings (S) or Buttered Lima Beans (F) 
Waldorf Salad (F) or Stewed Celery Salad 
Caramel Custard (FS) or Sugar Cookies 





(FS)—Full and Soft Diet 


Bread, butter and a choice of beverages are to be ineluded with each meal. 








Item, Specifications, Amounts & No. of PREY: 


Item, Specifications, Amounts & No. of Servings 


Item, Specifications, Amounts & No. of Servings 





Ground Beef 
Liver 


Short Ribs 
Steaks, Minute 


Steak, Swiss 
Stew 
Tenderloin Tip 


Chops, Loin 

Leg (B.R.T.) 
Bacon, Canadian 
Bacon (Sliced) 
Chops, Loin 
Ham (Pullman) 
Sausage Links 
Cutlets 


Leg (B.R.T.) 
Shoulder, Ground 


Ist week market order for perishables (per 50 beds) 


Haddock 











BEEF 
Chipped Beef, Dried U. S. Good 
U. S. Good, 5 Ib. pkg. 
Steer, sliced 
Roast, Sirloin (B.R.T.) U. S. Choice 
U. S. Choice 


U. S. Choice, 
4 oz. each 


. $. Good, 4 oz. each 


U. S. Choice, 
6 oz. each 
U. S. Choice, yearling 


PORK 


24-26-1 Ib. 


Grade A, 4 oz. each 
Ready-to-eat 
12-1 Ib. 


VEAL 
U. S. Good, 
4 oz. each 
U. S. Good 
U. S. Good 
FiSH 


Fillets, skinless, 
4 oz. each 


Scallops 


Shrimp 26-28 Ib. 


POULTRY 
Grade A, 5 Ib. av. 


5 Ibs. 
45 Ibs. 
5 Ibs. 
13 Ibs. 
10 Ibs. 


Fowl (Eviscerated) 


10 Ibs. 
25 Ibs. 
15 Ibs. 

7 Ibs. 


FRESH FRUITS 
Jonathan, 113s 
Ripe 


Apples 
Bananas 


Grapes 
Lemons 


Oranges 176s 


FRESH VEGETABLES 
Bag 
Topped, bag 
Pascal, 30s 
White 


8 Ibs. 
20 Ibs. 


Cabbage 
Carrots 

Celery 

Celery 
Cucumbers 
Eggplant 
Endive 

Lettuce 

Onions, Dry 
Onions, Green 
Onions, White 
Parsley 
Potatoes, Sweet 
Potatoes, White 


5 Ibs. 
6 Ibs. 
5 Ibs. 
20 Ibs. 
10 Ibs. 











Curly 
Head, 48s 
Yellow, bag 
Bunch 
Boilers 
Bunch 
Hamper 
Bag No. 1 


25 Ibs. 
20 ibs. 60 
5 ibs. 20 


15 Ibs. 60 





Turkeys (Eviscerated) Grade A, 20-24 Ib. av. 60 Ibs. 
Fryers (Eviscerated) Grade A, 2% Ib. av. 


Seedless, 28 Ib. box 


2 doz. 
1 doz. 
7 Ibs. 
7 Ibs. 
1 doz. 


Radishes Bunch 
Romaine 

Squash, Hubbard 
Tomatoes 
Watercress 


4 Ibs. 
18 Ibs. 


38 Ibs. Bunch 


50 Ibs. FROZEN FRUITS 


Orange and 
Grapefruit Sections Fresh, chilled, gallon 


Orange Juice Con., 32 oz. can 

Peaches Sliced, 8 Ib. can, 
5-1 sugar 

8 Ib. can, 5-1 sugar 

8 Ib. can, 5-1 sugar 


1 gal. 
3 cans 


16 Ibs. 
8 Ibs. 
8 Ibs. 


1 box 
35 Ibs. 


1 box 
1 doz. 
1 box 


Raspberries, Red 
Rhubarb 


FROZEN VEGETABLES 


Spears, 2% Ib. pkg. 
Cuts, 2% Ib. pkg. 
Julienne, 2% Ib. pkg. 


50 Ibs. 
50 Ibs. 
1% doz. 


5 lbs. 30 
2% Ibs. 15 
15 lbs 90 


Asparagus 
Beans, Green 
Beans, Green 


Y% doz. 
1 doz. 


8 Ibs. 


1 doz. 
1 crate 


50 Ibs. 


1 doz. 


3 Ibs. 


1 doz. 


50 Ibs. 


400 Ibs. 





Beans, Lima 


Beans, Wax 
Broccoli 


Brussels Sprouts 
Cauliflower 

Peas 

Peas and Carrots 
Spinach 
Succotash 


Small, green, 
2% Ib. pkg. 


Cuts, 2% Ib. pkg. 

Stems and buds 
2% Ib. pkg. 

2% Ib. pkg. 

Buds, 2% Ib. pkg. 

2% Ib. pkg. 

2% Ib. pkg. 


Chopped, 2% Ib. pkg. 


2% Ib. pkg. 


10 Ibs. 60 
15 Ibs. 90 


17% Ibs. 105 


10 Ibs. 60 


17% Ibs. 105 
2% Ibs. 15 


15 Ibs. 90 
5 ibs. 30 
10 Ibs. 60 
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2nd WEEK NORTH-NORTHWEST FALL SELECTIVE CYCLE MENU 
(MENUS TO BE USED DURING SEPTEMBER, OCTOBER AND NOVEMBER) 


— prepared by the dietary department 
St. Mary-Corwin Hospital, Pueblo, Colo. 





breakfast 


night 





Blended Juice (FS) 
or Stewed Prunes 
Rice Farina 
or Ready-to-Eat 
Wheat Flake 
Cereal 
Link Sausages 
Toast 


Vegetable Soup 

Chop Suey or "Pot Roast with Brown Gravy (FS) 

Buttered Rice (FS) 

Buttered Asparagus (S) or Buttered Mixed Vegetables (F) 
Spiced Peach Salad or Lettuce Wedge with French Dressing 
Trio Cup Cake (F) or Banana in Cream (S) 


Apple Juice 

Veal Birds or Salisbury Steak with Gravy (FS) 

Mashed Potatoes (FS) 

Buttered Spinach (S) or French Fried Ecaplant (F) 

Mixed Fruit Salad or Sliced Tomato Salad with French Dressing 
Lemon Meringue Pudding (S) or Grapefruit Sections (F) 





Pineapple Juice (FS) 
or Stewed Rhubarb 
Oatmeal 
or a Wheat 
Cereal 
Soft Cooked Egg 
Toast 


English Beef Broth 

Corned Beef Fag Balls with Tomato Sauce (S) 
Parsleyed Potatoes (FS 
Scalloped Cabbage (F) a Buttered Green Beans (S) 
Citrus Daisy Salad or Chef's Salad 

Chilled Peeled Apricots in Syrup (FS) or Tapioca Pudding 


Hawaiian Punch 
Chicken a la king (FS) or Baked Hash 
Buttered Noodles (S 
ceed Carrots (FS) or Brussels Sprouts 
uffed Green hy ed Salad or Fruited Pear S 
Bing Cherries in Syrup or Peach Roll with 4 Sauce (FS) 





Orange Juice 
or Bananas (FS) 
Rolled Wheat Cereal 
or Bran Flake Cereal 


Poached Egg 
Date Muffins (F) 


Chicken-Noodle wih 

Meat Croquettes wit A aid (FS) or Breaded Pork Chop 
Creamed Potatoes ( 

Cinnamon jae ahd or Buttered Peas (FS) 

Lemon Parfait Gelatin Salad or Fresh Vegetable Salad 
ice Cream (FS) or Caramel Cream Sandwich Cookies 





Grape Juice 

Roast Beef (FS) or Broiled Lamb Patty 

Oven Brown Potatoes (FS) 

Buttered Asparagus Spears ©), A Harvard Beets (F) 
Cole Slaw or Pineapple-Fig Sa 

Mincemeat Pie (F) or Canked Fruit Cup (S) 





thursday | wednesday| tuesday | monday 


Prune Juice (S) 
or Grapefruit Half (F) 
Malt Meal Cereal 
or Cornflakes 
Bacon 
Toast 


peates Vegetable Juice 
ish Stew or Veal Cutlet with Gravy (FS) 
Hee Potatoes (FS) 
Buttered Corn or Baked Acorn a (FS) 
Vitamin Vegetable Salad or Apple-Date- ary = Salad (F) 
Strawberry Biscuit Shortcake (F) or Canned Peeled Apricots in Syrup (S) 


Consomme Ruby 

Baked Ham (F) or Meat Loaf (S) 

Sweet Potato-Apple Casserole (FS) 

Parsieyed Cauliflower (F) or Buttered Wax Beans (S) 
Cranberry Relish or Lettuce Wedge with Roquefort Dressing 
Lazy Daisy Cake or Rainbow Gelatin Cubes (FS) 





saturday friday 


Tomato Juice (F) 
or Appleberry 
Sauce (S) 
Wheat Farina 
or Puffed Rice Cereal 
Scrambled Eggs 
Bear Claws 


Cream of Celery Soup _ 

Grilled cag Salad Sandwich or Tuna-Noodle Casserole (FS) 
Buttered Carrots (S) or Broccoli Spears (F) 

Pear-a-dise Salad or Under-the-sea Salad 

Frosted Fudge Squares (F) or Lemon Sherbet (S) 





Lemonade 
Baked Halibut with Lemon (FS) 

or French Toast with Butter and Blueberry Syrup 
Mashed Potatoes (FS) 
Buttered Lima Beans (F) or Buttered Peas (S) 
Mixed Fruit Salad or Green Garden Salad 
Vanilla Wafer Pudding (FS) or Nectarines in Syrup 





Apricot Nectar (FS) 
or Kadota Figs 
Farina 
or High Protein 
Cereal 
Soft Cooked Egg 
Toast 


Fruit Punch (S) 

Roast Leg of Veal with Gravy (FS) or Grilled Liver 

Scalloped Potatoes (FS) ? 

Buttered Mixed Vegetables (F) or Spinach with Hard-Cooked Egg (S) 
Cinnamon Apple Salad or Stuffed Celery with Ripe Olives 

Custard (FS) or Sandy Cookies 





Garden Soup 

Cabbage Rolls in Tomato Sauce (F) or Minute Steak (S) 

Baked Potato (S) 

Glazed Parsnips or French Cut Green Beans (FS) 
Banana-Cornflake Salad or Chef's Salad with Cheese Cubes 
Gingerbread with Whipped Cream (FS) or Canned Plums in Syrup 





sunday 





Grape Juice (S) 
or Orange Slices (F) 
Rolled Wheat Cereal 
or Ready-to-Eat 
Sugar Coated 
Cereal 
Fried Eggs 
Tea Ring 


Sherbet in Ginger Ale 

Stewed Chicken (FS) or Swedish Meat Balls 

Dumplings (F) 

Buttered Asparagus Spears (FS) or Buttered Succotash 
Peach-Strawberry Gelatin Salad or Lettuce Wedge with Mayonnaise 
Baked Apple (FS) or South Sea Island Cake 




















(F)—Full Diet 


(S)—Soft Diet 


(FS)—Full and Soft Diet 


Chicken-Rice Soup 

Ham a la king in a Pattie Shell (FS) or Sliced Chicken Sandwich 
Mashed Squash (FS) or Buttered Beets 

Crispy Relishes or Pineapple- a Cheese Salad 

Chocolate Sundae (FS) or Peanut Butter Cookies 





Bread, butter and a choice of beverages are to be included with each meal. 





Item, Specifications, Amounts & No. of Servings 


Item, Specifications, Amounts & No. of Servings 


& No. of Servings 





Item, Sp 





Brisket, Corned U. 
Ground Beef U. 
Liver 
Roast, Sirloin (B.R.T.) U. 
Round (Bottom) U. 
Steaks, Minute U. 


4 0z. each 


Stew U. 


Ground, Shoulder U. 


Steer, sliced 


FRESH FRUITS 


Apples Jonathan, 113s 
Bananas Ripe 
Grapefruit Seediless, 70s 
Lemons 

Oranges 176s 


BEEF 
S. Good 
S. Good, 5 Ib. pkg. 


35 Ibs. 
70 Ibs. 
10 Ibs. 
20 Ibs. 
31 Ibs. 


S. Choice 
S. Standard 


S. Choice, 5 ib 
Ss. 

10 Ibs. FRESH VEGETABLES 

Cabbage Bag 

Carrots Topped, bag 

Celery Pascal, 30s 


S. Good 
LAMB 


S. Good 5 Ibs. 


7 Ibs. 
1% doz. 


Tomatoes 
Watercress Bunch 
FROZEN FRUITS 


Fresh, chilled, gallon 
Con., 32 oz. can 


2 gal. 
3 cans 


Grapefruit Sections 
Orange Juice 


Orange and 
Grapefruit Sections Fresh, chilled, gallon 1 7a 


Rhubarb 8 Ib. can, 5-1 sugar 8 1Ds. 


Strawberries Sliced, 8 Ib. can, 
wm. 5-1 sugar 161 
50 Ibs. 


1 doz. FROZEN VEGETABLES 


Bacon (Sliced) 
Chops, Loin 

Ham (Pullman) 
Sausage Links 


Chop Suey Meat 
Cutlets 
Leg (B.R.T.) 


Halibut 


2nd week market order for perishables (per 50 beds) 


Fowl (Eviscerated) 








PORK 
24-26-1 Ib. 
Grade A, 4 oz. each 
Ready-to-eat 
12-1 Ib. 
VEAL 
U. S. Good 
U. S. Good, 4 oz. each 
U. S. Good 
FISH 
Steaks, 5 0z. each 
POULTRY 
Grade A, 5 Ib. av. 


6 Ibs. 
10 Ibs. 
35 Ibs. 
10 Ibs. 


10 Ibs. 
20 Ibs. 
34 Ibs. 


18 Ibs. 


127 Ibs. 





Celery 
Cucumbers 
Eggplant 
Endive 

Lettuce 
Onions, Dry 
Onions, Green 
Parsley 
Parsnips 
Peppers, Green 
Potatoes, Sweet 
Potatoes, White 
Radishes 
Romaine 
Squash, Acorn 


Curly 

Head, 48s 
Yellow, bag 
Bunch 
Bunch 


Hamper 
Bag No. 1 
Bunch 


1 doz. 


1 doz. 


8 Ibs. 


1% doz. 


1 crate 
50 Ibs. 


1 doz. 
1 doz. 


5 Ibs. 


3 doz. 


50 Ibs. 
300 Ibs. 


2 doz. 
1% doz. 


45 Ibs. 





Asparagus 

Beans, Green 
Beans, Green 
Beans, Lima 


Beans, Wax 
Broccoli 


Brussels Sprouts 
Cauliflower 

Peas 

Spinach 

Squash, Winter 
Suecotash 
Vegetables, Mixed 


Spears, 2% Ib. pkg. 
Cuts, 2% Ib. pkg. 


Julienne, 2% Ib. pkg. 


sy prea. 
pkg. 

ouis A Ib. pkg. 

Stems and buds 
2% Ib. pkg. 

2% Ib. pkg. 

Buds, 2% Ib. pkg. 

2% Ib. pkg. 


Chopped, 2% Ib. pkg. 


3 Ib. pkg., 
2% Ib. pkg. 
2% Ib. pkg. 


20 Ibs. 
2% Ibs. 
10 Ibs. 


10 Ibs. 
2% Ibs. 


15 Ibs. 
2% Ibs. 
10 Ibs. 


17% Ibs. 


5 Ibs. 
15 Ibs. 
2% Ibs. 
30 Ibs. 
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— prepared by the dietary department 
St. Mary-Corwin Hospital, Pueblo, Co!o. 


3rd WEEK NORTH-NORTHWEST FALL SELECTIVE CYCLE MENU 


(MENUS TO BE USED DURING SEPTEMBER, OCTOBER AND NOVEMBER) 





noon night 





Chicken-Noodle Soup 
Grilled Cheese Sandwich or Roast Sirloin of Beef (FS) 
Whipped Potatoes (S) 
Brussels Sprouts or Buttered Peas (FS) 
Pear-Lime Gelatin Salad or Tomato Star Salad with Dressing 
Peach Plantation Shortcake (F) or Royal Anne Cherries in Syrup (S) 


Grapefruit Juice 

Roast Leg of Lamb (FS) or Veal Cutlet 

Scalloped Potatoes (FS) 

Buttered Wax Beans (S) or Buttered Cauliflower (F) 

Apple-Celery-Nut Salad (F) or Green Garden Salad with French Dressing 
Peppermint Wafer Dessert (F) or Canned Pears in Syrup (S) 


Pineapple Juice (S) 
or Grapefruit 
Sections (F) 
Whole Wheat Cereal 
or Oatmeal 
Poached Egg 
Toast 





French Onion Soup 

Hamburger on Bun or City Chicken with Gravy (FS) 
O’Brien Potatoes (FS) 

Harvard Carrots (FS) or Lima Beans 

Macaroni Salad or nut-Fruit Salad 

Gelatin Cubes with Cream (S) or Raisin Rounds (F) 


Hawaiian Punch 
Barbecued Pork (F) or Braised Liver (S) 
Buttered Rice (FS) 
Buttered Spinach (FS) or Corn 
Mixed Fruit Salad with Fruit Dressing 
or Shredded Lettuce with Vinegar and Oil Dressing 
Lime Chiffon Pie (FS) or Canned Plums in Syrup 


Prune Juice (S) 
or Baked Apple (F) 
Rice Farina 
or High Protein 
Cereal 


Bacon 
Pineapple Roll (F) 





Beef-Noodle Soup 

Swiss Steak or Lamb Patty in Tomato Sauce (FS) 
Mashed Potatoes (FS) 

Buttered Green Beans or Buttered Peas & Carrots (FS) 
Chef's Salad or Missouri Salad 

Ice Cream (FS) or Bon Bon Doughnut Drops 


Apple Juice (FS) 

Roast Leg of Veal (FS) or Cheeseburger Loaf 

Baked Potato (FS) 

Fried Ape Rings or Buttered Asparagus (FS) 

Peach Delight Salad or Lettuce Wedge with French Dressing 
Campus Cake (S) or Pineapple Chunks in Syrup (F) 


Blended Juice (FS) 
or Banana Slices 
Oatmeal 
or Cornflakes 
Scrambled Eggs 
Toast 





Limeade 

Roast Sirloin Tips (S) or Canadian Bacon (F) 
Oven-Browned Potatoes (FS) 

Creamed Onions or Diced Beets (FS) 

Spiced Peach Salad or Vegetable Salad 
Chocolate Pudding (S) or Mincemeat Bar (F) 


Hh etable Soup 
Baked Chicken (FS) or Chef's Salad Bowl 
Whipped Potatoes (FS) 
Stewed Tomatoes (F) or Buttered Mixed Vegetables (S) 
Waldorf Salad (F) or Wilted Lettuce with Bacon, Vinegar and Oil Dressing 
Cherry Cobbler (F) or Canned Apricots in Syrup (S) 


Pear Nectar (S) 
or Orange Slices (F) 
Wheat Farina 
or Sugar Coated 
Cereal 
Sausage Patty 
Butterscotch Roll 








Cream of Pea Soup 

Fish Sticks (FS) “4 Omelet with Tomato Sauce 
Potato Puffs (FS) 

Buttered = (S) or Parsleyed Cauliflower (F) 
Creamy Cole Slaw or Apricot Rosette Salad 
Walnut Slices (F) or Nectarines in Syrup (S) 


Strawberry Punch (F) 

Fried Perch or Macaroni and Cheese (FS) 

Buttered Whole Potatoes 

Buttered Carrot Rings (FS) or Brussels Sprouts 
Shredded Lettuce with Hard-Cooked Egg or Fruit Salad 
Sherbet (FS) or Banana in Cream 


Grape Juice 

or Kadota Figs 
Malt Meal Cereal 

or Soft-Cooked Egg 
Toast 





Lemonade 
Braised Short Ribs or Mock Lamb Chops (FS) 
Pec ome Potatoes (FS) 
Scalloped Cabbage (F) or Buttered Asparagus (S) 
Grapefruit-Avocado Salad (F) 

or Lettuce Wedge with Roquefort Dressing 
Baked Apple (F) or Caramel Custard (S) 


Consomme with Diced Celery 
ae oer with Meat Sauce or Pot Roast (FS) 
Mashed Potatoes (FS) 
Buttered Whole Green Beans (FS) or Broccoli Spears 
Tossed Salad or Stewed Prune Salad 
Double Dip Caramel Cake (F) 

or Home-style Canned Peaches in Syrup (S) 


Orange Juice (FS) 
or Stewed Prunes 

Rolled Wheat Cereal 
or Farina 

Poached Egg 

Toast 





Pineapple Juice Barley Soup 

Baked Ham (FS) or Minute Steak Fruit Plate ‘with _—- Cheese (F) or Veal Rosette with Bacon (S) 
Candied oy Potatoes (FS) Baked Potatoes (S) 

Buttered Peas in Cream 8 or French Fried os Squvtont (F) pow ee Squash (S) or Buttered Succotash (F) 

Raspberry Parfait Salad (F) or Cranberry Relis ied Beet Salad with Hard-Cooked Egg Slices or Rosy Pear Salad 
Pumpkin Pie (F) or Grapefruit Sections (S) te ood (FS) or Strawberry Button Cookies 


Tomato Juice (FS) 
or Applesauce 
Farina 
or Cornflakes 
Scrambled Eggs 
Orange Roll 








E 
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PLEASE CUT ALONG THIS LINE 


(F)—Fuli Diet (S)—Soft Diet (FS)—-Full and Soft Diet Bread, butter and a choice of beverages are to be included with each meal. 





| Item, Speditentions, Amounts & No. of hentons | Item, Specifications, Amounts & No. of Servings 


Item, Specifications, Amounts & No. of Servings 





2 doz. 

1% doz. 
1 lug (30 Ibs.) 

1% doz. 


Perch (Ocean) Fillets 10 Ibs. 40 | Radishes Bunch 


BEEF 

25 Ibs. | Romaine 
5 Ibs. | 

20 Ibs. 

27 Ibs. 


10 Ibs. 


Ground Beef U. S. Good, 5 Ib. pkg. 
| Liver Steer, sliced 
Roast, Sirloin (B.R.T.) U. S. Choice 
Round (Bottom) U. S. Standard 
| Short Ribs U. S. Choice 


Steaks, Minute U. S. Choice, 
4 02. each 


U. S. Good, 4 oz. each 
U. S. Good 


LAMB 
U. S. Good 


U. S. Choice, yearling 
U. S. Good 


POULTRY Tomatoes 
0 | Fryers (Eviscerated) Grade A, 2% Ib. av. Watercress 


Repacked (5 x 6) 
Bunch 


FROZEN FRUITS 
5-1 sugar, pitted, 
8 Ib. can 


Jonathan, 113s 
Ripe 

Ripe 

Seedless, 70s 
Seediess, 28 Ib. box 


Cherries 
24 Ibs. 


2 gal. 
3 cans 


| Apples 
00 Be, | Avocado 
5 Ibs. Bananas 
7 Ibs. Grapefruit 
Grapes 
Lemons 
Oranges 


Fresh, chilled, gallon 
Con., 32 oz. can 


Sliced, 8 Ib. can, 
5-1 sugar 


Grapefruit Sections 
Orange Juice 
Peaches 


| Steak, Swiss 

Tenderloin Tip 
16 Ibs. 
15! bs. 


27 Ibs. 
20 Ibs. 


Ground, Shoulder 


| Leg (B.R.T.) FROZEN VEGETABLES 


Spears, 2% Ib. pkg. 17% Ibs. 


176s 
Asparagus 
FRESH VEGETABLES 





3rd week market order for perishables (per 50 beds) 


| Shoulder (B.R.T.) 


| Bacon, Canadian 
Bacon (Sliced) 
Ham (Pullman) 
Loin (Boneless) 
Sausage (Bulk) 


| 

| 

Cutlets 

| Leg (B.R.T.) 
| Shoulder, Ground 
| 
| 
| 


Fish Sticks 


24-26-1 Ib. 
Ready-to-eat 
Grade A, 10-12 Ibs. 
Lean 

VEAL 


U. S. Good, 4 oz. each 
U. S. Good 
U. S. Good 


6 Ibs. 
6 Ibs. 
27 Ibs. 
25 Ibs. 
10 Ibs. 


10 Ibs. 
27 Ibs. 
5 Ibs. 


15 Ibs. 


40 
80 
20 


60 





50 Ibs. 
50 Ibs. 
1 doz. 
1 doz. 
12 Ibs. 
1% doz. 
1 crate 
50 Ibs. 
1 doz. 
3 Ibs. 
1 doz. 
50 Ibs. 
400 Ibs. 


Cabbage 
Carrots 

Celery 
Cucumbers 
Eggplant 
Endive 

Lettuce 

Onions, Dry 
Onions, Green 
Onions, White 
Parsley 
Potatoes, Sweet 
Potatoes, White 


Bag 
Topped, bag 
Pascal, 30s 


Curly 
Head, 48s 
Yellow, bag 
Bunch 
Boilers 
Bunch 
Hamper 
Bag No. 1 





Beans, Green 
Beans, Lima 


Beans, Wax 
Broccoli 


Brussels Sprouts 
Cauliflower 

Peas 

Peas and Carrots 
Spinach 


Squash, Winter 
Succotash 
Vegetables, Mixed 


Cuts, 2% Ib. pkg. 
Small, green, 

2% Ib. pkg. 
Cuts, 2% Ib. pkg. 
Stems and buds 

2% Ib. pkg. 
2% Ib. pkg. 
Buds, 2% Ib. pkg. 
2% Ib. pkg. 
2% Ibs. pkg. 
Chopped, 

2% Ib. pkg. 
3 Ib. pkg. 
2% Ib. pkg. 
2% Ib. pkg. 


17% Ibs. 


2% Ibs. 
2% Ibs. 


2% Ibs. 
5 Ibs. 
25 ibs. 
12% Ibs. 
10 Ibs. 


17% Ibs. 
3 Ibs. 

10 Ibs. 
2% Ibs. 
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Congress Return Spells Party Contest 


The upcoming congressional session may well prove 
to be a major political contest, with the program for 
the health care of the aged looming as one of the key 
and most controversial issues. The Democratic plat- 
form stating that aged care should be provided 
through the time-tested social security mechanism 
was followed by the Republicans’ acceptance of a 
platform calling for the development of a health 
program based on a contributory system with state 
participation and with the option of private health 
insurance. 

Soon after the Republican national convention, 
Democratic presidential nominee Sen, John F, Ken- 
nedy of Massachusetts and his running mate, Senate 
majority leader Lyndon B. Johnson of Texas, accused 
the Republicans of allowing their haste for campaign- 
ing interfere with the business before Congress. “I 
don’t think there is any use in starting the campaign 
until the complete session is over . . . The session 
should not be cut to fit our campaign plans,” Senator 
Kennedy said. Senators Kennedy and Johnson both 
included medical care for the aged among the “key 
issues already on the calendar.” They also mentioned 
aid to education and minimum wage legislation. 

It appeared likely that the Democratic Congress 
would vote a bill incorporating social security financ- 
ing of health care; and it was also probable that 
President Eisenhower would be faced with the deci- 
sion as to whether he should veto such a bill. 

Some accord between the two parties was evident, 
however, on the question of federal programs de- 
signed to ease the shortage of physicians. Both party 
platforms support aid in the construction of new 
medical school facilities. A $100 million grants pro- 
gram has been under congressional consideration 
and, prior to the mid-summer :ecess, the Senate 
Subcommittee on Education suggested the program 
be included in a new package bill for post-recess 
deliberation. With the Democrats apparently deter- 
mined to get through Congress as much legislation ay 
possible, there was a slight possibility that the aid to 
education bill would be approved. It appeared certain 
that if the 86th Congress should run out of time, the 
87th Congress would enact this legislation. 


Medical Care Costs Reach Record High 


Medical care costs in urban United States areas 
reached an all-time high in June 1960, according to 
the latest Consumer Price Index tallies reported by 
the U.S. Labor Department’s Bureau of Labor Sta- 
tistics in late July. Based on an index of 100 for 
1947-49, the June 1960 figure was 156.1, an increase 
of 0.1 per cent over the May index of 155.9 
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The medical care figure was the second highest in 
the group of commodities and services listed. It was 
exceeded only by public transportation, which had 
an index of 199.7. The June 1960 over-all index for 
all items was 126.5. 


Housing for Elderly Program 
Proceeds Rapidly 


The new program of housing for the elderly, which 
provides for direct loans to private nonprofit cor- 
porate sponsors of rental housing and related fa- 
cilities, has been launched speedily and with force. 
The program was authorized in the Housing Act of 
1959, but no money was voted for it until just before 
the 1960 mid-summer recess, when Congress included 
$20 million for it in a package appropriation bill. 

President Eisenhower signed the bill July 12, and 
within a week Norman P. Mason, administrator, 
Housing and Home Finance Agency, announced that 
HHFA was ready to accept applications for loans. 
Daniel G. Minto, former assistant commissioner for 
field operations, Federal Housing Administration, was 
named director of the Division of Housing for the 
Elderly, Office of the Administrator, Housing and 
Home Finance Agency. Before July’s end there were 
more than 200 inquiries from groups planning hous- 
ing projects. No breakdown was available, but it 
was reported that hospital and medical groups were 
among those requesting application forms. 


Federal Employees Prefer Service Benefits 


The Blue Cross-Blue Shield service benefit plan is 
proving to be the choice of the majority of federal 
employees who have enrolled in the new nation- 
wide federal employees health benefits program, The 
program went into effect early in July, and by July 
15, 35 of the 38 carriers participating in the federal 
program had received registration forms from 1,453,- 
600 employees, or approximately 60 per cent of the 
number eligible to participate. 

Of those who registered, 805,000 or 55 per cent, 
chose the Blue Cross-Blue Shield plan; 400,000, or 
27 per cent selected the government-wide indemnity 
benefit plan under which Aetna Life Insurance Co. 
is the prime carrier. Of the balance, 159,400, or 11 
per cent, enrolled in federal employee organization 
plans and 89,200, or 6 per cent, in comprehensive 
medical plans. 

In reporting these figures, the Civil Service Com- 
mission pointed out they were not final, that addi- 
tional registration forms were still to be processed 
as of July 15. 


95 








too 


“Hey Nurse.... 
my hot water — 


bottle’ s cold” 


0. K. ... now I’ve been told 

.. “Oh Nurse... 1 don’t like 
to complain but it's cold again 
and I’ve got a pain” She said 
she doesn’t like to complain. 
Well Brother, it’s me that’s 
getting the pain. It’s not her 
fault, really, but what can 

I do? Why in the world don’t 
we get something new? There — 
must be a simpler and 

easier way than filling 

bottles the whole live 
long day. Why can’t we 
get one that’s automa- 
tic, where the temper- 
ature is not so erratic, 
there is, you say? Well, 
I’m sure glad. Praise” 


pe lentes pass the K-pad™ . 
. pad 








Eliminates the tedious ritual of 
filling, checking and replacing. 
Flexible pad drapes and moulds 
lightly to contours to provide 
maximum contact. Several sizes 
available including 14” x 3’’ model 
for rectal compresses and post 
partum use. The “set and forget” 


Control Unit maintains desired 
temperature, constant to within 
1°F. Contains a three week supply 
of distilled water and is whisper 
quiet. For complete information 
write Gorman-Rupp Industries, 
Inc. or ask your American Hos- 
pital Supply Corp. representative. 


GORMAN-RUPP INDUSTRIES, INC., BELLVILLE, OHIO 


American Hospital Supply Corporation 


DISTRIBUTED NATIONALLY BY ts i enetadieeeee 
HOSPITALS, J.A.H.A. 





NEWS 





Reports Assess Hospital Facility Needs 


@ No additional general hospital beds will be needed in the Kansas 


City area before 1970. 


@ Although most California areas have sufficient general hospital beds, 
in New Jersey all but two areas are lacking in bed supply. 
@ In California, the shortage of beds for psychiatric patients is most 


acute; more psychiatric beds are 
needed than all other types com- 
bined. 

These were among the findings 
in a number of reports issued re- 
cently on state, regional and met- 
ropolitan hospital facilities. The 
reports summarized studies con- 
ducted by government, hospital or 
allied planning agencies. 

An exhaustive report on the 
Kansas City area (in both Kansas 
and Missouri) has been published 
by the planning committee of the 
Kansas City Area Hospital Asso- 
ciation. The first of its kind for 
‘the area, the report is the result 
of three years of study and plan- 
ning. 

According to the committee’s 
analysis, not only does Kansas City 
have a sufficient number of general 
hospital beds, but no need of ad- 
ditional facilities should arise be- 
fore 1970. However, an extensive 
modernization program is urgently 
needed. 

In addition to obsolescence, the 
area has the problem of shortage 
of long-term, psychiatric, and re- 
habilitation facilities. It also has 
insufficient medical staff oppor- 
tunities for osteopathic physicians 
and Negro physicians. 

On the basis of 5 mental hospital 
beds per 1000 of population, the 
State of Missouri needs 10,588 ad- 
ditional beds; it currently has only 
10,617. 

On the basis of 2 chronic hospital 
beds per 1000 population, the state 
needs 7230 additional beds, cur- 
rently having only 1252 chronic 
beds. 

While nursing home facilities in 
the Missouri portion of the metro- 
politan area were adequate, a dras- 
tic shortage was found in the 
Kansas section. 

Only three rehabilitation facili- 
ties operate in the Missouri part of 
the Kansas City area, while the 
State of Kansas has a total of five 
rehabilitation facilities, one of 
them in Kansas City. 

The planning committee report 
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noted that for osteopathic physi- 
cians the city’s hospitals provide 
only 0.93 beds for each physieian, 
compared with the availability of 
4.59 general hospital beds for each 
doctor of medicine. The report said 
provision of necessary facilities 
for osteopaths should be considered 
and that “requests for such beds 
should not be viewed only in light 
of the general hospital bed picture 
. . . but must be examined in re- 
lation to the needs for this specific 
group.” 

On staff privileges for Negro 
physicians, the committee reported 
that “in the past five years many 
hospitals have opened their staffs 
to this group on an equal basis 
with all doctors, and this move- 
ment is progressing generally.” 
However, a shortage of staff privi- 
leges still exists and “special con- 
sideration must be given to the 
needs of Negro physicians . . .” 


AGAINST SMALL HOSPITALS 


The report argued strongly 
against construction of unnecessary 
or undesirable facilities. It pointed 
out that small hospitals cannot 
offer the wide variety of services 
needed for complete care nor can 
they utilize personnel effectively. 
The committee recommended that 
new general hospitals in the area 
should not have fewer than 150 to 
200 beds. In this connection, the 
committee ruled against hospital 
construction in the suburbs, des- 
pite the desire of residents in those 
areas for their own hospitals. 
Existing hospitals are close enough 
according to the committee, being 
located in all segments of the city 
and suburbs within a maximum of 
20 minutes’ travel time. (The 
travel time was measured at peak 
rush periods.) The report states 
with reference to suburban hos- 
pitals: “The rigidities imposed by 
the necessity for separating serv- 
ices to accommodate medical-sur- 
gical, obstetrics, and pediatrics 
cases, as well as male and female 


separation make it difficult to 
maintain an optimum high occu- 
pancy in the small hospital.” 


PLANNING POLICIES 


“.. . Every effort should be made 
to discourage the provision of ad- 
ditional general hospital beds un- 
less they are related to the specific 
recommendations regarding limited 
available beds for certain physi- 
cian groups or population groups,” 
the report stated. 

The committee also recommend- 
ed recognition of community needs 
in renovation and replacement pro- 
grams, as well as special consider- 
ation for teaching institutions so 
that training programs and re- 
search could be expanded as 
needed. 


CALIFORNIA REPORTS PROGRESS 


Two reports on California’s 
health facilities have been pub- 
lished by the State Department of 
Public Health. “Spectacular prog- 
ress in expanding hospital facili- 
ties” was noted in the report on 
facilities throughout the state. The 
other, a survey of Southern 
California metropolitan regions, 
showed that 8456 beds were added 
in the Los Angeles region alone 
between 1950 and 1959. Construc- 
tion of new facilities contributed 
63 per cent of this increase, and 
more than 50 per cent of new beds 
were added through construction 
of small facilities, 50 to 99 beds in 
size. 

The state analysis showed that 
of the existing and planned beds 
for all types of hospitals—from 
general to psychiatric—48 per cent 
have been built since 1949. A total 
of approximately 46,000 beds is 
still needed, with the most severe 
shortage that of psychiatric fa- 
cilities, where 26,641 additional 
beds are needed. 

Most areas in California met the 
need for general hospital beds 100 
per cent. However, six areas could 
meet only 40 to 60 per cent of 
needs. On the average, the state 
showed 91 per cent of need met. 


THE DEPARTMENT RECOMMENDS 


The public health department 
spelled out a number of require- 
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ments under a “master plan pro- 
gram for general hospitals’. These 
requirements placed strong em- 
phasis on the need for planning 
far ahead. For instance, the depart- 
ment said that “it appears unde- 
sirable to build an initial unit 
which is less than two-thirds of 
the size of the ultimate hospital 
because of subsequent remodeling 
problems . . . The master plan 
should provide for up to 50 per 
cent expansion with a minimum of 
alterations.” Also, evidence must 
be provided that expansion of the 
facility will be required within five 
years or less. 

Other observations and recom- 
mendations were made in the 
Southern California report. Among 
them, as in Kansas City, construc- 
tion of 150-bed or larger hospitals 
was favored. Planning was rec- 
ommended on the basis of areas of 
250,000 population by 1975 for Los 
Angeles and by 1980 for San Diego, 
and on the basis of accessibility by 
30 minutes’ maximum driving 
time. 

The survey showed that two- 
thirds of patients discharged from 
hospitals during a week lived in a 
hospital’s geographic area; also, 
85 per cent of admitting physicians 
had offices in a hospital’s geo- 
graphic area. Even the largest hos- 
pitals drew most patients from their 
immediate vicinities. 


OTHER CITIES, STATES REPORT 


New York City. The Hospital Coun- 
cil of Greater New York has re- 
ported a 12 per cent increase since 
1950 in general care hospital beds 
in voluntary, municipal and pro- 
prietary hospitals. Hospital ca- 
pacity in the five boroughs has ex- 
panded in the past 10 years to 
where it now approximately equals 
the need, and in the boroughs of 
increasing population that capacity 
has expanded to keep pace. “The 
important hospital task facing New 
York City is not expansion of fa- 
cilities but replacement,” according 
to Thomas J. Ross, president of the 
council. 

New Jersey. The State Depart- 
ment of Institutions and Agencies 
annual survey disclosed that five 
areas of the state, among them 
Trenton and Atlantic City, had 
only enough hospital beds to meet 
between 44 and 56 per cent of 
need. In 11 areas, 60 to 70 per cent 
of bed needs were met; in three 
areas 70 to 80 per cent, and in 6 
areas 80 to 90 per cent. Two areas 
had sufficient hospital beds to meet 
more than 90 per cent of need. One 
of them, Morristown, showed a 
surplus, with 121.5 per cent. 
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Pennsylvania. The State Depart- 
ment of Public Welfare has issued 
the “Pennsylvania State Plan for 
Hospital and Medical Facilities’, 
which shows that 31 of the 84 areas 
of the state could meet 100 per 
cent or more of need for general 
hospital beds. The needs were 
calculated on the basis of 4.5 beds 
per 1000 population in metro- 
politan areas, 4 beds in interim ur- 
ban areas and 2.5 beds in rural 
areas. 

The department found that 11 
areas of the state had less than 50 
per cent of need met, and that five 
areas had no acceptable beds at 


all. As in other regions, obso- 
lescence is a problem in Pennsyl- 
vania: 16.3 per cent of the existing 
beds were unacceptable on the 
grounds that facilities did not af- 
ford adequate fire protection. 

The Pennsylvania Department of 
Public Welfare announced plans to 
survey all nursing schools prepara- 
tory to allocating funds for con- 
struction of those facilities. Future 
plans also include special consider- 
ation of high occupancy rates, so 
that utilization of present facilities 
in an area as well as the area’s 
population will be considered in 
determining relative need. . 





IN NEW JERSEY— 





Court Orders County Medical Society 
To Admit Physician with D.O. Degree 


The Superior Court of Middlesex County, N.J., has ordered the Middle- 
sex County Medical Society to admit to membership a physician who, 
the society maintains, is an osteopath. The court also ruled the exclusion 
of the physician, Italo J. Falcone, M.D., from membership in the society 


as void and of no effect. 

The opinion of the court fol- 
lowed six days of trial before 
Judge Bernard W. Vogel. The 
judge’s opinion was based on the 
following major observations: 

@ The membership rules of the 
county medical society are, in ef- 
fect, in conflict with the laws of 
the State of New Jersey. 

@ The society has almost com- 
plete control over the staffs of 
hospitals in the state, since hospi- 
tals lose their accreditation if they 
admit to their staffs physicians 
who are not members of the so- 
ciety.* 

® The county society and the 
state society are bound by the 
rules and policies of their parent 
society, the American Medical As- 
sociation. 

® The county society, combined 
with the other societies (state and 
national) has virtually complete 
control of the practice of medicine 
in the county and that it therefore 
cannot claim to be a voluntary 
fraternal or social organization not 
subject to the court’s jurisdiction. 

@ Because of the society’s con- 
trol of the practice of medicine, 
denial of membership to Dr. Fal- 
cone is tantamount to depriving 
him of the means and opportunity 
to follow his profession and that 
he is, therefore, entitled to relief 
from the court. 

Dr. Falcone is a U.S. citizen, 


*The Joint Commission on Accreditation 
of Hospitals states that membership of 
hospital staff physicians in any organiza- 
tion is not required for hospital accredita- 
tion. However, hospital staff physicians 
must be licensed to practice in the state 
in which the hospital is located. 





born in New Jersey. He pursued 
undergraduate work at Rutgers 
University and Villanova College 
(1941-1943) in an accelerated 
program equivalent to three years’ 
undergraduate work. He was en- 
rolled in an accelerated program 
at the Philadelphia College of 
Osteopathy, not approved by the 
AMA, and in 1946 received from 
that college the D.O. degree. He 
then served an internship (one 
year) and residency (three years) 
at Detroit Osteopathic Hospital; 
neither program was recognized 
by the AMA. In 1950, Dr. Falcone 
received a license to practice medi- 
cine and surgery in New Jersey. 
The license granted Dr. Falcone 
was identical to those granted doc- 
tors of medicine. 

In 1951, Dr. Falcone attended 
the University of Milan (Italy) 
Medical School, which was ap- 
proved by the AMA. On the basis 
of his study at the Philadelphia 
College of Osteopathy he received 
from the University of Milan the 
M.D. degree. He then served an 
internship at a hospital whose pro- 
gram was approved by the AMA, 
and a residency in a nonapproved 
program. 

In 1953, Dr. Falcone was ad- 
mitted to the Middlesex County 
Medical Society as an associate 
member. During his associate mem- 
bership he served on the staffs of 
two New Brunswick (N.J.) hospi- 
tals. When his associate member- 
ship expired (under the society’s 
rules it could not be renewed), Dr. 
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Falcone was informed that he 
would not be admitted to active 
membership. The society in the 
meantime had learned that the 
physician’s M.D. degree was based 
partly on his work at the osteo- 
pathic college. When the society 
denied Dr. Falcone membership, 
the two hospitals terminated his 
staff membership. 

The county society’s decision was 
appealed by Dr. Falcone before the 
judicial council of the state medi- 
cal society and was upheld by that 
council. The physician then ap- 
pealed to the AMA’s judicial coun- 
cil; that council rendered the opin- 
ion that it did not have jurisdiction 
to hear the appeal. 


AMA APPROVAL NEEDED 


The Middlesex County Medical 
Society argued before Judge Vogel 
that its membership rules provide 
that a member must have com- 
pleted four years of study at an 
AMA approved medical college. 

It was brought out during the 
trial that the county society is a 
component part of the state so- 
ciety, and every county society 
member is automatically a state 
society member. The state society, 
in turn, is a part of the AMA and 
is bound to observe the principles 
of medical ethics of the AMA. 
These principles provide, in part, 
that “a physician should practice 
a method of healing founded: on 
a scientific basis, and he should 
ngt voluntarily associate profes- 
sionally with anyone who violates 
this principle”’. 

The county society, Judge Vogel 
stated, construed that section of 
AMA’s principles to mean that 
“any voluntary association by phy- 
sicians with osteopaths is unethi- 
cal” and since Dr. Falcone’s license 
authorizing him to practice medi- 
cine and surgery in New Jersey 
indicates he received a D.O. de- 
gree, “he is unfit for association 
with his confreres who also prac- 
tice medicine and surgery in the 
State of New Jersey”’. 

The county society further ar- 
gued that the physician failed to 
supply all the required information 
on his application forms and “has 
failed to comply with a rule that 
requires four years of study in a 
Medical College approved by the 
AMA.” 


MEMBERSHIP POLICIES DEFENDED 


The society defended its mem- 
bership policies, relating to the 
members’ graduation from an AMA 
approved school, by stating that 
these policies were adopted in the 
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Better Light 


where you need if most 


ws: 


with the new Hill-Rom 
Bedside Cabinet Lamp 


With this bedside cabinet lamp the 
doctor or nurse can quickly and 
easily put the light exactly where it 
is needed for examination or treat- 
ment. The lamp is mounted on the 
back side of the cabinet and rolls on 
a track, so it may be easily moved 
and used on either side of the cabi- 
net as required. It may also be 
moved entirely out of the way when 
full access to the top of the cabinet 
is desired. The shade is well venti- 
lated —will never become hot. 

A convenience outlet permits 
plugging in any electrical appliance 
used at the bedside. 


Front view of cabinet with 
lamp in position. 


This lamp is listed by Underwriters’ Laboratories. 


HILL-ROM COMPANY INC. ¢ Batesville, Indiana 
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PATIENTS 
KE 

PRO-CAP 


b SEAMLESS 


We know why doctors and nurses 
like PRO-CAP adhesive . . . there’s 
no slipping, minimum irritation, 
and it’s easy to handle . . . PRO- 
CAP pulls off the roll easily, sticks 
faster and stays stuck. Patients, 
too, like PRO-CAP because it stays 
firmnly in place as long as needed— 
without itching—and leaves no 
gummy residue. 

PRO-CAP, the adhesive contain- 
ing fatty acid salts*, gives your doc- 
tors, nurses, and patients the most 
efficient, comfortable and econom- 
ical quality tape available. 

*Zinc propionate; zinc caprylate. 
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interest of public health and wel- 
fare. Judge Vogel’s response to this 
point, as written in the opinion, 
was that “the Defendant Society 
has lost sight of the fact that the 
Plaintiff, here, has been admitted 
to the practice of medicine and 
surgery to the same extent as 
every other licensed physician in 
this State”. 

Referring to the issue of hospital 
staff membership, Judge Vogel 
asked: “In our enlightened age, 
could anyone doubt that if the lim- 
itation here imposed, namely, that 


a duly licensed physician and sur- 
geon would be denied the right to 
practice medicine in a hospital un- 
less he was a member of the De- 
fendant County Society, were to 
be incorporated as part of our stat- 
ute laws, that the same would not 
be stricken as being unconstitu- 
tional and a denial of equal protec- 
tion under the law?” 

Judge Vogel’s decision is the first 
of its kind in New Jersey. The at- 
torney for the county society indi- 
cated that the decision would be 
appealed. a 





Should Blue Cross Hearings Consider 
Hospital Efficiency? Opinions Differ 


Disagreement as to whether hospital costs and efficiency should be con- 
sidered at public hearings on a Blue Cross petition for subscription rate 
increases highlighted two-day hearings held last month in Cincinnati. 
The hearings were conducted by Edward A. Stowell, Ohio Superintendent 
of Insurance, on the petition for an average 28 per cent rate increase of 


Hospital Care Corp., a Plan operat- 
ing in 15 Ohio counties. 

Both sides made their positions 
clear at the outset. Before the 
hearings, Superintendent Stowell 
held a press conference at which 
he expressed his belief that the 
matter of hospital costs may well 
be the central purpose of the 
hearings. He maintained this atti- 
tude throughout the two days of 
testimony, and at the close of the 
sessions pointed out that the ad- 
judication of the rate request could 
not rest solely on substantiation of 
the 4 per cent operating cost of the 
Plan and its meager reserves. The 
96 per cent of income paid hospi- 
tals for care also needs close ex- 
amination, the superintendent held. 

Another call for an investigation 
of hospital costs in conjuction with 
the Blue Cross petition came from 
Joseph Swire, director of the Pen- 
sion, Health and Welfare Depart- 
ment of the International Union 
of Electrical Workers. Mr. Swire 
asked that a governor’s commission 
be established to investigate hos- 
pital costs and to introduce modern 
management methods in hospitals 
to stabilize these costs. 


CARE FOR RICH AND POOR 


Mr. Swire stated, “It is becom- 
ing increasingly more difficult to 
negotiate for more health dollars 
which are used merely to pay for 
the level of benefits we have now.” 
“We may soon find the advances 
of American medicine available to 
only the rich and the poor, with 
the broad middle ground left with- 
out funds for needed care,” he 
added. Mr. Swire requested that 





the rate increase be cut in half. 

Legal counsel for the Plan, Wal- 
ter Tarr, said in his opening state- 
ment that there was no statute in 
Ohio which permitted “the ex- 
amination of hospital efficiency at 
this hearing.” He said, “We do not 
consider it lawful or proper. . 
to go into the question of efficiency 
or economy of hospital operations.” 
He maintained that under the state 
statute the public hearing was 
being held mainly to determine the 
fairness and reasonableness of the 
rate request. 

Attorneys for the Greater Cin- 
cinnati Hospital Council expressed 
willingness to have hospital costs 
publicly analyzed and examined; 
however, they also questioned the 
appropriateness of Blue Cross hear- 
ings for that purpose. 

According to Superintendent Sto- 
well, the object of the hearing was 
to give the public an opportunity 
to examine the request and to 
answer the complaints the superin- 
tendent had received. 

Mr. Stowell remarked also that 
the Plan was not unwilling to be 
heard in a public examination, and 
this was borne out by the manner 
in which the Plan presented its 
case and answered questions. 


GIVES CAREFUL EXPLANATION 


Earl Kammer, executive vice 
president of Hospital Care Corp., 
was the opening witness. He de- 
voted most of his time to a careful 
and thorough explanation of the 
relationship of hospital costs and 
use to Blue Cross subscription 
rates. He detailed every factor that 
contributed to make the requested 
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increase necessary and, on exami- 
nation, gave effective and complete 
answers concerning the dwindling 
reserves of the Plan. Since April 
1959, the Plan had to withdraw 
$1.5 million from reserves, he said. 
The Plan paid out $1.08 in hospital 
bills for every dollar paid in by 
members during the first half of 
1960. A deductible policy, intro- 
duced by Hospital Care Corp., on 
a trial basis, proved “totally un- 
acceptable to membership”, Mr. 
Kammer reported. He also high- 
lighted the fact that Blue Cross is 
carrying a heavy financial burden 
by accepting the aged to member- 
ship, and that it has a virtual 
“monopoly” on coverage for this 
part of society. Mr. Kammer pre- 
dicted that within five years, one- 
third of the Blue Cross member- 
ship will be made up of persons 65 
years old and older. 

Mr. Kammer’s testimony ex- 
plaining the Blue Cross-hospital 
relationship and care costs was re- 
ported in some detail in Cincinnati 
newspapers. Further testimony 
concerning the Plan’s financial 
situation was heard throughout 
most of the second day. Paul Mar- 
tin, consulting actuary for the Plan, 
underwent persistent and detailed 
questioning by the insurance su- 
perintendent and his staff, who at- 
tempted to find some basis for re- 
ducing the requested rate increase. 

The new rate structure requested 
by Hospital Care Corp. would rep- 
resent the first increase since 
October 1957. bd 


Correction 

The article reporting on the 
number of foreign physicians train- 
ing in United States hospitals pub- 
lished in the July 16 issue of this 
Journal (p. 130) should have spec- 
ified that the report from the Insti- 
tute of International Education was 
based on reports from hospitals 
having programs approved by the 
American Medical Association. In 
addition to the 9457 physicians 
participating in approved pro- 
grams, there are a large number of 
graduates of foreign medical 
schools training in U.S. hospitals 
in programs not approved by the 
AMA. . 





CURRENT LISTINGS OF 
NEW ASSOCIATION MEMBERS 





NEW INSTITUTIONAL MEMBERS 


GEORGIA 
Holy Family wees — 


Washington County Hospital District, Nash- 
ville. 


Morton County Hospital, Elkhart. 
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Nothing 
takes the 
place of the 


amazingly versatile 


MODEL 41-AA HYDRAULIC STRETCHER 
For the hospital: saves your nurse - power (and what’s more 
important these busy days?). This one stretcher “does everything”: 
receiving room, emergency room, shock therapy treatment, 
recovery room! 


For the patient: minimum movement — and maximum comfort 
and safety from admittance to recovery. 


© Top positions, maximum ease, hydraulically © One lever locks all 4-casters. 
from 2912 to 40'/2 inches. © Trendelenberg position obtainable in 
© Reduces nurse fatigue. 7 seconds without cranks or ratchets! 
© Non-binding, self-storing, rigid safety sides. © Fully conductive upholstery and casters. 





Please Visit us at Booth 315, A.H.A. Convention 
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MODEL 25-AA ALL-PURPOSE STRETCHER 


Fewer patient movements! 


Time- and nurse-saving! 





Patient moves from emergency to operating room, to bed with 
minimum handling! Priceless nurse-hours are saved while patient 
enjoys the ease of modern “‘reliance’’ equipment. 


(For use in Emergency Rooms, X-ray therapy treatment, minor surgery, examination, etc.) 


@ 11 inch hydraulic height adjustment. 
© Conductive rubber tires with single lever, 4-wheel brakes. 
© Available with conductive cover. 


See these models at your authorized dealer or write for brochures—send coupon below 


“ae 
RELIANCE -¢ g¢ a KOENIGKRAMER CO. 


best since 1898 4 
A Dept. H-816, 96 Caldwell Drive, 
Cincinnati 16, Ohio 





F. & F. KOENIGKRAMER CO., Dept. H-816, 96 Caldwell Drive, Cincinnati 16, Ohio 


Please send me: ( ) No. 41-AA Brochure 
( ) No. 25-AA Brochure 


NAME 
ADDRESS. 
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FUNCTIONALLY 
DESKoNeD 
FOR POSTOP 
DATING: 


NEW LAMINO 


| PADS 


b SEAMLESS 


New Lamino pads afford the ideal bal- 
ance of cellulose for spreading drainage 
and high-grade cotton for greatest ab- 
sorbency. The new stitched gauze cov- 
ering provides a soft surface, yet is 
remarkably strong even when wet. 
This unique construction contains 
drainage, without puddling, more effi- 
+ ciently than with other pads, and sim- 
plifies handling after use. For moderate 
drainage, single Lamino pads, with 
nonabsorbent cotton to protect bed 
linens, can be used alone. For heavy 
drainage, several “all-absorbent” 
Lamino pads are recommended. 
Lamino pads are available in various 
sizes, or in rolis 8’’ x 20 yds. when pads 
of many different lengths are required. 
See your hospital supplies dealer about 
sizes and quantity prices. 
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KENTUCKY 

St. Charles Nursing Home, Covington. 
LOUISIANA 

Madison Parish Hospital, Tallulah. 

Lane Memorial Hospital, Zachary. 
MICHIGAN 

Leelanau Memorial Hospital, Northport. 
OKLAHOMA 


Cordell Memorial Hospital, Cordell. 
St. Francis Hospital, Inc., Tulsa. 


OREGON 
Medical Center Hospital, Portland. 
Presbyterian Hospital of Dallas, Dallas. 
WISCONSIN 
Wisconsin Hospital Association, Madison. 
CANADA 


Scarborough General Hospital, Scar- 


borough, Ontario. 
FOREIGN 
United States Operations Mission to Ethi- 
opia, Addis Ababa, Ethiopia. 
United States Operations Mission to the 
Philippines, Manila, Philippines. 


HOSPITAL AUXILIARIES 
Santa Marta Hospital Guild—Los Angeles. 
Woman’s Auxiliary of The Palm Beach 
General Hospital—Lake Worth, Fla. 
Ransom Memorial Hospital Auxiliary— 
Ottawa, Kans. 
Farren Memorial Hospital Guild of St. 
Francis of Assisi—Montague City, Mass. 
St. Olaf Hospital Auxiliary—Austin, Minn. 
Women's Auxiliary of Baptist Memorial 
Hospital—Oklahoma City, Okla. 





Editorial notes 
(Continued from page 35) 


have a supervised fire detection 
system connected to a municipal 
alarm system, and the old section 
is served by a detection system 
connected with the switchboard. 

Around 9 p.m. June 5, fire broke 
out in the oldest section of the hos- 
pital—the wooden residence. There 
was no delay in discovery or re- 
porting. The fire department re- 
sponded promptly. In accordance 
with a prearranged plan, hospital 
staff began the orderly removal of 
patients from the wood-joisted 
wing. There were no casualties. 

There are two remarkable things 
about this fire. One is that despite 
all the fire precautions, the prompt 
discovery and reporting of the fire 
and the prompt arrival of fire- 
fighting equipment, the old resi- 
dence to which the fire was con- 
fined was 35 to 40 per cent 
destroyed, including complete de- 
struction of the roof. Damage was 
estimated at $100,000. The one 
fatal flaw of the building—the 
wood it was made of—was enough 
to balance the cleverest of pro- 
tection devices and the swiftest of 
fire fighting equipment. 


The other remarkable thing 
about this incident is that despite 
the nearness of the fire—just out- 
side the window for many patients 
—and the fierceness of its appetite 
for the well seasoned wood, there 
was no panic among patients. The 
hospital staff was praised by the 
fire department for the calm effi- 
ciency of the hospital’s evacuation 


. system, which made it possible for 


the entire efforts of the fire fighters 
to be directed to controlling and 
extinguishing the fire. 

In the case of Grace Hospital, 
this smooth teamwork in protecting 
the patients and conserving dam- 
age was the product of close co- 
operation between the hospital ad- 
ministration and the fire prevention 
bureau. With a partially wooden 
structure, Grace Hospital had a 
special reason for establishing and 
maintaining this relationship, 
but as one of the authors in this 
issue points out (page 54), this is 
one of the most valuable relation- 
ships that any hospital can build. 
Moreover, as this author adds, such 
a relationship is easy to establish: 
fire prevention bureaus are more 
than willing to help in improving 
and testing hospital fire protection 
and evacuation systems. All a hos- 
pital has to do is ask. 





Association section 


(Continued from page 55) 


credit towards a degree. A few 
hospitals affiliated with medical 
schools have arrangements by 
which interns or residents are en- 
rolled in the medical schools, but 
apart from such exceptional situa- 
tions, it is unlikely that students 
in hospitals will be able to avail 
themselves of these loans. 

It would be helpful to know to 
what extent hospitals providing 
approved training programs for 


medical interns and residents feel 
that the benefits of a loan program 
would be important to such in- 
terns and residents, if it were pos- 
sible to obtain an amendment to 
the National Defense Act so as to 
include them. Comments addressed 
to the Washington Service Bureau 
of the American Hospital Associa- 
tion on this point would be ap- 
preciated. 

A letter from the Department of 
Health, Education, and Welfare to 
Kenneth Williamson, associate di- 
rector, American Hospital Associa- 
tion, follows: 


HOSPITALS, J.A.H.A. 





“Dear Mr. Williamson: 

“After further consideration of 
the problems we discussed here in 
my office last month, I am pleased 
to forward the following com- 
ments, based upon applicable rules 
and regulations in the Student 
Loan Program, as applied to the 
four categories of students listed 
below: 

“1. Interns and residents. 

“If a student having received 
his degree of Doctor of Medicine 
is engaged in training either as an 
intern or a resident and at the 
same time is enrolled as a full- 
time student in an institution of 
higher education as defined in Sec- 
tion 103(b) of the National Defense 
Education Act, and if such intern 
or resident meets eligibility re- 
quirements as set forth in Section 
205 of the same statute, I see no 
barrier to his being considered 
eligible for a National Defense 
Student Loan. You understand, of 
course, that the institution in which 
he is enrolled must consider him 
as a full-time student. 

“2. Programs in dietetics, hos- 
pital administration, and similar 
cases terminating in a bachelor’s 
degree. 

“Here again if the institution in 
which the student enrolled quali- 
fies under the section of the law 
cited above, and if the student 
qualifies according to the princi- 
ples in Section 205, loan eligibility 
is again established. 

“3. Technical programs leading 
either to certificate or bachelor’s 
degree. 

“The same requirement as cited 
in 2 above applies here. 

“4, Nursing programs leading 
either to the R.N. certificate or the 
combined program leading to both 
the bachelor’s degree and the R.N. 
certificate. 

“If the hospital in which the 
nurse is training is affiliated witha 
university or other accredited in- 
stitution to the extent that a stu- 
dent nurse may enroll on a full- 
time basis in an institution of 
higher education, eligibility is es- 
tablished. Schools of nursing which 
themselves are part of a university 
or college obviously qualify. How- 
ever, schools of nursing maintained 
by a hospital which of itself is not 
affiliated with an institution of 
higher education may not be con- 
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in speptic ulcer 


in wounds 


CHYMAR 


Buccal » Aqueous + Oil 


the 
systemic route 
lo faster healing 
at any 
location 


ARMOUR PHARMACEUTICAL COMPANY °®° 


© 1960, A. P. Co, 


**. .. chymotrypsin (Chymar) 
offers a new approach to 

the treatment of peptic ulcer.”’ 
All symptoms disappeared and 
complete healing occurred in 49 out of 
54 cases where Chymar was used 
together with other agents and in 21 
out of 24 cases in which Chymar 

was used alone,! 


**,..acts as a remarkable anti- 
inflammatory agent.” 
“The speed of the reduction in 


swelling and bruising in this type of 
injury was most marked.” 


the superior anti-inflammatory enzyme 


controls inflammation, 
swelling and pain 


CHYMAR Buccal—Crystallized 
chymotrypsin in a tablet formulated 
for buccal absorption. Bottles of 
24 tablets. Enzymatic activity 
10,000 Armour Units per tablet. 


CHYMAR Aqueous—Solution of 
crystallized chymotrypsin in sodium 
chloride injection for intramuscular 
use. Vials of 5 ce. Enzymatic activity, 
5000 Armour Units per tablet. 


CHYMAR—Suspension of 
crystallized chymotrypsin in oil for 
intramuscular injection. Vials of 5 cc. 
Enzymatic activity, 5000 Armour 
Units per cc. 


1. Mozan, A. A.: Postgrad. Med. 

26 :542, 1960. 2. Fullgrabe, E. A.: Ann. New 
York Acad. Sc. 68:192, 1957. 

3. Moore, T.T. : Brit. J. Plast. 

Surg. 1] :335, 1959 


KANKAKEE, ILLINOIS 


Armour Means Protection Av 
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sidered as participating institutions 
unless, of course, such school of 
nursing is able to satisfy the five 
criteria in Section 102(b) of the 
Act. For your further guidance and 
information, I am enclosing copies 
of PL 85-864 as well as the Manual 
and Manual Supplement issued by 
the Student Loan Section. 

“If you have further questions 
with regard to the statements 
above, please do not hesitate to 
write.”-—JAMES W. Moore, Chief, 
Student Loan Section, Financial 
Aid Branch, Division of Higher 
Education. 





Hospital association meetings 


(Continued from page 6) 


24-26 Directors of Hospital Volunteers (Bas- 
ic), Cleveland (Statler-Hilton Hotel) 

24-26 Ontario Hospital Association, Toron- 
to (Royal York Hotel) 

24-28 California Hospital Association, Santa 
Barbara (Miramar and Biltmore Ho- 
tels) 

24-28 Medical Social Work in Hospitals, 
Kansas City (Bellerive Hotel) 

25-26 South Dakota Hospital Association, 
Mitchell (Masonic Temple) 


25-27 Associated Hospitals of Alberta, Ed- 
monton (Jubilee Auditorium) 

31-Nov. 3 American Public Health Associa- 
tion, San Francisco (Civic Center) 

31-Nov. 4 Staffing Departments of Nursing, 
Chicago (AHA Headquarters) 


NOVEMBER 


Oklahoma Hospital Association, Okla- 
homa City (Skirvin Hotel) 

Hospital Purchasing, Chicago (AHA 
Headquarters) 

Hospital Housekeeping (Advanced), 
New York (Sheraton-Atlantic Hotel) 
Physical Therapists, Los Angeles 
(Ambassador Hotel) 

Kansas Hospital Association, Wichita 
(Broadview Hotel) 

Virginia Hospital Association, Roa- 
noke (Hotel Roanoke) 

7 Nursing Service Supervision, Salt 
Lake City (Hotel Utah and Motor 
Lodge) 

14-18 American Occupational Therapy As- 
sociation, Los Angeles (Statler-Hilton 
Hotel) 

16-18 Missouri Hospital Association, Kan- 
sas City (Hotel President) 

16-19 National Association for Mental 
Health, Denver (Denver-Hilton Hotel) 

17-18 Arizona Hospital Association, Tucson 
(Hiway House) 

17-18 Minnesota Hospital Association, St. 
Paul (St. Paul Hotel) 
21-22 Credits and Collections, 
(AHA Headquarters) 
28-Dec. | American Medical Association, 
Clinical Meeting, Washington, D.C. 

(Park-Sheraton Hotel) 

29-Dec. 1 Hospital Dental Service (Ad- 

vanced), Chicago (AHA Headquarters) 


Chicago 





Here’s How Hospitals 
Save Floor Cleaning Dollars 


with flexible, efficient 


GEERPRES Mopping Outfits 


Floor cleaning costs are one of the 
major maintenance expenses. Now, you 
can cut the biggest part of those costs 
— LABOR — with quality designed 
and constructed GEERPRES floor 
mopping equipment—wringers, buck- 
ets, chassis, mops. 

GEERPRES outfits clean faster, more 
uniformly, leave no messy pools or 
splashes. GEERPRES equipment gives 
longer service life, is easier for main- 
tenance people to use. 

Choose the outfit that fits your mop- 
ping needs exactly from the versatile 
GEERPRES line. Ask your jobber or 
write for catalog No. 958. 


WRINGER, INC. 


P.O. BOX 658, MUSKEGON, MICH. 
American Hospital Show, Civic Center—San Francisco—Aug. 29-Sept. 1—Booth 817 
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DECEMBER 


Florida Hospital Association, Miami 
(Everglades Hotel) 

Illinois Hospital Association, Chicago 
(Pick-Congress Hotel) 

Radiological Society of North Amer- 
ica, Cincinnati (Netherland-Hilton Ho- 
tel) 

Hospital Purchasing (Advanced), San 
Francisco (Whitcomb Hotel) 
Medical Record Librarians (Ad- 
vanced), Chicago (AHA Headquarters) 
Nursing Service Supervision, Roanoke 
(Hotel Roanoke) 

Labor Relations, Chicago (AHA 
Headquarters) 

Hospital Design and Construction, 
Washington, D.C. (Park-Sheraton) 
American Association for the Ad- 
vancement of Science, Philadelphia 


JANUARY 


Puerto Rico Hospital Association, 
Santurce (Medical Association Bldg.) 

19-20 Alabama Hospital Association, Mont: 
gomery (Whitley Hotel) 

23-24 National Association of Private Psy- 
chiatric Hospitals, Scottsdale, Ariz. 
(Safari Hotel) 

30-Feb. 3 American Protestant Hospital As- 
sociation, Kansas City (Muehlebach 
Hotel) 








Service from headquarters 


(Continued from page 28) 


opinion existed regarding cover- 
aye. Len companies said wat were 
was no obdiigauon to deena or to 
pay on tne part ot the company. 
itis also questionable whether the 
hospital proiessionai wadiuity poil- 
cy wouid cover the physician ior 
administrative acts. ‘ihe insuring 
agreement of the hospital protes- 
sional liability policy states that 
the hospital as a corporate entity 
or any director or executive of- 
ficers will be insured ‘while acting 
within the scope of his duties as 
such”. The term “executive officer” 
does not include the administrator. 
The administrator can be included 
under the hospital professional 
policy by the payment of addi- 
tional premium; however, the 
question still remains as to whether 
he would be covered for purely 
administrative acts. 

The National Bureau of Casualty 
Underwriters is currently studying 
the question of whether coverage 
for administrative acts of physi- 
cians and administrators comes 
within the scope of the standard 
hospital professional liability con- 
tract. It is expected that the bureau 
will issue a decision on this ques- 
tion later this year. 

—EDWARD J. MILLER 


HOSPITALS, J.A.H.A. 
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Classifications: Classified advertis- 
ing accepted to run under the fol- 
lowing headings: 1—Services; 2— 
Instruction; 3— Wanted; 4— For 
Sale; 5—Positions Wanted; 6—Posi- 
tions Open; 7—Miscellaneous. 


Transient Rate: Thirty-five cents a 
word; minimum charge $5.00 per 
insertion. 


Contract Rate: Six-point body 
lines, 13 pica columns, $1.60 per 
line; eight-point display lines $2.00 
per line. Five per cent discount for 
twelve-insertion contracts with no 
change of copy. Ten per cent dis- 
count for twenty four-insertion con- 
tracts with no change of copy. 





INSTRUCTION 


PRATT INSTITUTE 
SCHFOOL OF HOME ECONOMICS 
Established 1887 
Baccalaureate Program in 
INSTITUTION ADMINISTRATION 
Qualifies for membership in 
American Dietetics Association 
Co-educational ° Placement Service 
For information and catalog: 
SCHOOL OF HOME ECONOMICS 
PRATT INSTITUTE 
Brooklyn 5, N.Y. « MAin 2-2200, Ext. 265 








FOR SALE 


PROPRIETARY HOSPITAL for sale. Open 
staff—$750,000. Cash will return $150,000. 
Net profit after mortgage interest and 
amortization charges. Address HOSPITALS, 
Box K-2. 








OBSERVE WITHOUT DISTURBING: Se- 
cretly—through transparent mirrors! Free 
information: One-Way Mirror; HA-860; Box 
625; Mt. Vernon, New York. 





Nearly new diagnostic X-RAY, automatic 
Picker Antomatic for hospital. Write Box 
206-H, Holland, Michigan. 





POSITIONS OPEN 





CONSULTANT MEDICAL RECORD LI- 
BRARIAN to seven Public Health Service 
General Medical and Surgical Hospitals in 
Alaska. Headquarters at Anchorage, Alaska 
where there is a 400 bed hospital with six 
others of varying size elsewhere in Alaska 
from Mount Edgecumbre (Sitka) in South- 
east to Barrow in the Far North. Standard 
nomenclature and international classifica- 
tion used. Salary $8,131 annual plus trans- 
portation to Anchorage. Quarters and 
meals for single applicant at nominal cost. 
Civil Service Benefits and Requirements 
apply. Address replies to Personnel Offi- 
cer, Public Health Service, Alaska Native 
— Area Office, Box 7-741, Anchorage, 
aska. 





PHYSICAL THERAPIST: To be in charge 
of 160 bed general hospital. Must be regis- 
tered with A R P T and Eligible for Wis- 
consin registration. Male or female—salary 
open. Contact Wm. E. Nelson, Personnel 
Director, Sheboygan Memorial Hospital, 
Sheboygan, Wisconsin. 
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Excellent position for qualified FEMALE 
DIETITIAN (27 to 40 years of age). A.D.A. 
membership required. Travel Ohio counsel- 
ing dietitians and food service administra- 
tors. Will present equipment demonstra- 
tions and lectures and attend state and 
national institutional meetings. Requires 
pleasing personality, attractive appearance, 
public speaking ability, and knowledge of 
institutional cooking equipment. Company 
car and expense account are two of our 
many advantages. Reply to P.O. Box 117, 
Personnel Department, Columbus 15, Ohio. 





MEDICAL RECORDS LIBRARIAN. A large 
San Francisco Bay Area medical clinic has 
an unusual and challenging opportunity 
for a person capable of developing a com- 
plete and expanding medical records de- 
partment—minimum 3 years experience 
with a _ well-rounded hospital program, 
and knowledge of terminal digit system. 
Excellent starting salary—liberal personnel 
benefits. Send resume to: Palo Alto Med- 
ical Clinic, 300 Homer Avenue, Palo Alto, 
California. 





DIRECTOR OF NURSING SERVICE: 242 
bed, general, accredited hospital. Experi- 
ence desirable. Excellent starting salary. 
Progressive policies. Write James G. Carr, 
Jr., Administrator, Memorial Hospital of 
Natrona County, Casper, Wyoming. 





EXPERIENCED DIETITIANS: We have 
several attractive openings for experienced 
Dietitians. By entering our expanding 
commercial operations in luxury hotels, 
restaurants, cafeterias, and hospitals, you 
can greatly improve your income and 
career opportunities. Please write for ap- 
plication form. F. M. Kunz, Hot Shoppes, 
Inc., and Marriott Motor Hotels, Inc., 5161 
River Road, Washington, D.C. 





NURSE ANESTHETIST for 30 bed general 
hospital, located 65 miles north of Mobile, 
Alabama on Highway #43. Starting salary 
$7,200.00 plus commission for weekend 
work. Liberal personnel policies. Apply to 
Mr. John C. Neal, Administrator, Jackson 
Hospital, Jackson, Alabama, or telephone 
Chestnut 6-2407-collect. 





ADMINISTRATIVE ASSISTANT or Busi- 
ness Manager for general accounting, 
credit and collections. Degree in hospital 
administration or equivalent experience. 
Salary open. Capitol Hospital, 35 beds, 
Milwaukee, Wisconsin. Address replies to 
George McNaughton, Administrative As- 
sistant, Capitol Hospital, 1971 W. Capitol 
Drive, Milwaukee 6, Wisconsin. 





ANESTHETIST: Nurse; for 170 bed hospi- 
tal collegetown—excellent personnel poli- 
cies 40-hour week—living accommodations 
in nurses’ home if requested. Apply— 
Richard E. Cummings, Administrator, J. 
C. Blair Memorial Hospital, Huntingdon, 
Pennsylvania. 





DIETITIANS: Administrative and thera- 
peutic in a 2100 bed GM&S, research and 
dietetic internship hospital. Located 12 
miles west of Chicago, Illinois. Federal 
Civil Service appointments with liberal 
benefits. ADA Membership required. Sal- 
aries from $5355 to $7560. Apply to Miss 
Grace L. Scholz, Chief, Dietetic Service, 
VA Hospital, Hines, Illinois. 





MEDICAL TECHNOLOGISTS: (Male or 
Female). Qualified for full-time work in 
modern hospital laboratory. Excellent pay 
—no night or week-end calls. For appoint- 
ment call Dr. R. Greene, Ingalls Memorial, 
Harvey, Illinois, Edison 3-2300. 





PSYCHIATRIC NURSE in dynamically 
oriented 1000 bed teaching Mental Health 
Institute. Salary $385 per month. Also oper- 
ating room nurse needed immediately. Paid 
vacations, sick time, 40-hour week. Write 
to, or call collect: Hazel J. Ammons, R.N., 
Director of Nursing Service, Mental Health 
Institute, Cherokee, Iowa. 





STAFF PHYSICAL THERAPIST. Willing 
to consider recent graduate. In and out- 
patient work. Well equipped department. 
Good starting salary. Write to the Assistant 
Administrator, Memorial Hospital, Casper, 
Wyoming. 





DIETITIAN: Therapeutic ADA member, 
325 bed hospital in beautiful western sub- 
urb of Chicago. Big city advantages with- 
out the grawbacks. Salary—$425-450 per 
month including meals. 1 month vacation 
and other liberal benefits. Apply Miss M. 
L. Schoeneich, Chief Dietitian, Memorial 
Hospital, Elmhurst, Illinois. 





ASSISTANT ADMINISTRATIVE DIETI- 
TIAN: 570-bed general hospital in resi- 
dential suburb; salary open with main- 
tenance; generous benefits including 
month’s vacation. Write Personnel Direc- 
tor, The Reading Hospital, West Reading, 
Pennsylvania. 





DIETITIAN: Preferably A.D.A. member 
to head the Dietary Department of a new 
80 bed hospital opening in November. 
New Hospital replaces long established hos- 
pital in area. 20 miles from Twin Cities. 
Community of 14,000. Salary commensu- 
rate with ability and background. Apply 

C. Mattison, Administrator, Lakeview 
Memorial Hospital, Stillwater, Minnesota. 





OurR 63rd YEAR 


WOODWARD sss 


FORMERLY 


45 \.Wabash-Chicaso. III. 
RAnavipn 6-5682 


Ann Woodward offers her long estab- 
lished, strictly confidential service to hos- 
pital administrators, physicians, nursing 
executives and others wishing to relocate 
in the medical and hospital fields. Oppor- 
tunities throughout America and abroad. 
To the institution reorganizing or aug- 
menting its staff, brochures of those qual- 
ified to head medical and ancillary de- 
partments or for staff posts will be sub- 
mitted immediately upon request. 





THE MEDICAL BUREAU 
M. Burneice Larson, Director 


900 North Michigan Ave. 
Chicago 11, Illinois 


To physicians, hospital administrators, 
nursing executives and others in the hos- 
pital and medical fields confronted with 
the delicate but important problem of re- 
locating, the physician in need of an as- 
sociate, or the institution reorganizing or 
augmenting its staff, Burneice Larson of- 
fers the services of the Medical Bureau. 
All negotiations strictly confidential. Op- 
portunities in all parts of America, includ- 
ing countries outside continental United 
States. 





MEDICAL RECORD LIBRARIAN, R. R. 
L: Chief of Department, staff of 25, 690 
bed general hospital. Integral part of de- 
veloping 236 acre Detroit Medical Center. 
Standard Nomenclature, terminal digit, 
I.B.M. Salary open, minimum experience 
three years. Liberal personnel policies. 
Write or phone collect, Personnel Direc- 
tor, Harper Hospital, 3825 Brush Street, 
Detroit 1, Michigan. 





DIETITIAN needed for 93 bed JCHA ap- 
proved general hospital located on South 
Atlantic Coast. Prefer ADA member with 
hospital experience. Good personnel poli- 
cies. Salary open. Send resume, including 
references, experience, date available, and 
salary desired in first letter. Apply Miss 
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Ruth M. Puehler, Administrator, George- 
town County Memorial Hospital, George- 
town, South Carolina. 


DIETITIAN: Preferably A.D.A. member 
for 135 bed general hospital located in 
rural Delaware close to shore resorts. 
Hospital is beautifully situated and well 
equipped including a Nurses Training 
Schoo) with a capacity of fifty students. 
Good personnel policies, and salary com- 
mensurete with ability and background. 
Apply G. R. Lorenz, Administrator, Mil- 
ford Memorial Hospital, Milford, Dela- 
ware. 








EXPERIENCED CREDIT MANAGER: 260 
bed hospital with large Accounts Receiv- 
able position needs man able to take full 
charge of this department. Want someone 
able to completely revise present opera- 
tion to one incorporating advanced meth- 
ods. State qualifications completely—edu- 
cation, background, employers for past 
five years and personal reference, excel- 
lent earnings. Opportunity for right indi- 
vidual. Write to: Sister Marie De Pazzi, 
Sacred Heart General Hospital, Eugene, 
Oregon. 





ae 


NURSE. ANESTHETISTS: 200-bed fully 
accredited general hospital in Baltimore 
... expansion program now going on... 
$500 per month . 4 weeks vacation... 
8 holidays... sick leave. Address HOS- 
PITALS, Box K-1. 





OPERATING ROOM SUPERVISOR AND 
REGISTERED NURSES, male or female, 
250-bed JCAH accredited general hospital, 
modern facilities. Excellent working con- 
ditions and liberal employment benefits. 
Progressive community on Lake Michigan. 
Send resume with expected salary to: Di- 
rector of Nursing, Hackley Hospital, 1700 
Clinton Street, Muskegon, Michigan. 





LABORATORY & X-RAY TECHNICIAN in 
small 52 bed hospital in Easter ontana 
—Salary commensurate with experience 
and ability. Will consider recent graduate. 
Rotate call and weekends with other tech- 
nicians on staff. Address HOSPITALS, 
Box K-3. 





POSITIONS WANTED 


FOOD SERVICE DIRECTOR: graduate 
school of hotel administration and 15 years 
all around experience, presently employed. 
Available for medium or large Metropoli- 
tan New York and New Jersey hospital. 
Also THERAPEUTIC DIETITIAN, gradu- 
ate New York university and 10 years top 
experience available as above. Address 
HOSPITALS, Box K-4. 


Young man (38 years), college graduate 
and twelve years experience in hospital 
administration is desirous to relocate in a 
hospital of between 150 and 250 beds. 
Strong business and professional back- 
ground and presently employed as Ad- 
ministrator of a hospital of 100 beds. 
Address HOSPITALS, Box J-99. 


ADMINISTRATOR: JCAH or new 50 beds 
or more: Southwest: Male: 42: Three 
years Personnel Administration (500 beds) 
at Assistant level: MBA Hospital Admin- 
istration: Replies confidential. Address 
HOSPITALS, Box J-98. 
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PHYSIOLOGIC IRRIGATING SOLUTION 


new physiologic irrigating 
solution specifically for- 
mulated for use in surgical 
procedures to maintain 
cell viability. 


In vitro studies’” employing established tissue culture tech- 
niques demonstrate that TIS-U-SOL, in contrast to so-called 
“physiologic” solutions, does not cause subtle tissue changes 
that contribute to complications following surgical intervention. 

Because TIS-U-SOL is truly physiologic it supports the metab- 
olism of mammalian cells providing a source of energy and 
inorganic ions essential for tissue survival. 


is used in: wound irrigation® / 
surgical washing® /soaking of transplants 
(autografts and homografts)’ /irrigation 
in fenestration procedures’ / preparation 
of tissue culture nutrient media* / 


Also in: Daily Irrigation of Colostomies ¢ Moistening of Sponges and 
Dressings ¢ Tissue and Bone Bank Media 


References: 1. Sollmann, T.: A Manual of Pharmacology, 8th Ed., W. B. Saunders Company, Philadel- 
phia, 1957, p. 1004. 2. Hill, F.: Practical Fluid Therapy in Pediatrics, W. B. Saunders Company, 
Philadelphia, 1954, p. 104. 3. Harper, J. Y. and Pomerat, C. M.: In Vitro Observations on Behavior of 
Conjunctival and Corneal Cells in Relation to Electrolytes, American Journal of Ophthalmology 46:269- 
275, 1958. 4. Pomerat, C. M., and Overman, R. R.: Electrolytes and Plasma Expanders, |. Reaction of 
Human Cells in Perfusion Chambers With Phase Contrast Time-Lapse Cine Records, Zeitschrift fur Zell- 
forschung, Bd. 463 2-17, 1956. 5. Hild, W.: Ependymal Cells in Tissue Culture, Zeitschrift fur Zellfor- 
schung, Bd. 468 259-271, 1957. 6. Rice, C. O.: Personal Communication. 7. DeWeese, M. S., and 
Hodgson, P. E.: Personal Communication. 8. Shambaugh, G. E. Jr.: Technical Problems in Surgical 
Treatment of Otosclerosis, J. Internat. Coll. Surgeons 25:772-776 (June) 1956. 


WRITE FOR papaya Scene BROCHURE 
SAX ~< LABORATORII 'G. MORTON GROVE, ILLINOIS 
Distributed and available in the 37 states east of the Rockies (except in the city of El Paso, Texas) through 
AMERICAN HOSPITAL SUPPLY CORPORATION 
Parenteral Products Division, Evanston, Ill, 









































University Microfilms 
313 North First Street 
Ann Arbor, Mich. 














‘ 
i 
: { 
al 7 i 
i 7 
| 
i 











